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IMPROVING PUBLIC HOSPITALS IN BOMBAY : Theme Paper “WW 
Medico Friend Circle, Bombay Group. 


Several factors have been responsible for the increasi a i ! 

egnec ‘increasing and critical public attention being focussed on Publi i 

Their ee: wor pany Lire of patients, shortages of drugs and equipment etc. have been ele: 

pa sg ; Re mene “te t prevailing public opinion sees public hospitals as synonymous with bad medicare and 

i ne 2 ‘aatphnye 2 necessanily inefficient and incompetent, while private medicare is by contrast assumed to be 
sat Ion petent and ethical. While there is no denying the fact that services in public hospitals leave a lot to be 

Gaara’, public hospital system cannot be discarded in favour of the private sector. 


While recognising the deficiencies in public hospitals we, a concerned section of medical and non-medical individuals in 


and outside the public hospital system believe that a lot could be d iencies wi ooperati 
jst one to remove those deficiencies with th 
__ of local Baney makers and administrators of public hospitals, committed doctors, nurses, paramedics, socal eam 
mp wo ae and the user public at large. Our basic assumption is that Health care is a fundamental and natural nght 
of all people in this country. The founding principles of Independent India as expressed in the first Five Year Plan and 
numerous pronouncements of the Government that Health care should be available to all” irrespective of their capacity 
to pay” be upheld. Especially in the current context where the market economy model is being emphasized, we hold that 
health care is too precious a service to be left to the dictates of the market. Our concern is that increasingly, the private 
sector in health care, taking advantage of the Govemment's trend towards pnvatisation and deregulation, is attempting to 
— Yocom opinion against public hospitals which provides a justification for the goverment to withdraw funds and 
ben <i to public hospitals. This reuslts in the public hospital system getting trapped in a vicious ctele of neglect 
Objectives of the Seminar: “ ; 
Only by recognising the problem in the correct perspective can something positive be achieved. It is no use " : that 
all is good in public hospitals, because we know that this is not true. Equally, we cannot advocate the iA ndaert of 
-the Sa system in favour of private interests. Even in the absence of hard data, the state of affairs in the private sector 
is not rosy. ° <a 


There is hardly any direct regulatory intervention or interference of the Govt. in the private sector and on the health care 
market. Even the few existing laws and regulations are either toothless or not implemented at all. Corruption is rampant 
and red tapism for the user is as bad as in the public system. People's dissatisfaction with the private sector and their 


disillusionment with the medical profession is at an all time low. 


The second objective is obviously to discuss factors responsible for the deficiencies in the public health care sector in the 
city. This is important not only for understanding the roots of the problem, but also raises some important and 
contentious issues. 


The third and last objective is to put our heads together to work out a minimum and tangible action plan so as to begin a 
campaign for the improvement of public health care in the city. It is necessary that concrete needs are identified so that 
participation, long and short term, of people in the task of improving the public health system can be maximised. 


Issues for discussion : 


We have identified some of the specific issues for discussion at the seminar. On each issue a background paper will be 

ed by individuals knowledgeable in that area. These papers need not always be ngorous Tesearch work as the 
objective of the seminar is not to carry out an academic exercise, but through rigorous interaction of ideas and 
experiences, understand the problems and do something about them. 


1. The structure, distribution and coverage of public health services in 
Bombay : P aes 


This topic should throw light on issues like; do we have a sufficiently large public sector to provide proper health care 
to the population of this fast growing city; is the infrastructure properly distributed to make it easily accessible, are the 
primary, secondary and tertiary care facilities properly utilised; are public health programmes given the importance » 
they deserve and so on. 


2. Financing of the Public Sector : 


~ . . 5 ; , °,* “ . cing 
Is the Public health care sector receiving enough funds from the concerned authorities, what are the trends in finan 

in the last one decade; what are the changes and reasons for them; how are the funds provided utilised by the pee 
authorities and dispensaries, which branches of health care are getting more funds and at whose expense, what are the 
ways to raise extra funds, etc.. 


stale 
3. Management and planning of the Public sector Hosp} 
| hospitals planned and 


- . ; ic : 
What are the criteria of social efficiency used by the public sector egeraant ne managed at present; what 
managed for achieving such social efficiency; how are public hospitals ac YP vie situation be improved. 
are the reasons for lopsided planning and management (if present at all), how ¢ 


> 


Public and private sector interaction : 

isi i in that; is the 
What are the areas in which this interaction promoted; how to place private practising peg iro ie ae ed full timers; 
honorary system beneficial to public hospitals, if so what should be the code of con ws affect on the WO or a 4 
to what extent has the money based value system permeated the public sector and what Is rking 


efficiency etc.. 


User charges and Privatisation of services in public hospitals : 
ent limited user charge system in 


these the appropriate answers to improve public hospitals; the working of the cure: : 
creda: K 3 tat oxiae would iniversabaasien of user charges deprive poorer pti peri neva pra ~ 
public hospitals, what are the experiences of contracting out system in certain og mshi: Se os afte 
the entire hospitals is handed over to the private sector, how has the growth of private medical co eg 

work of some of the public hospitals; the issues related to ethics of public policy and 


medical ethics in privatisation efforts; ete.. 


6. People's participation : 
ublic hospitals; what should be the new patient friendly role 


Is it possible to involve employees in the improvement of p a be ye 
of employees, associations and unions in order to achieve such improvement, what attitudinal changes are required in 
the management to meet this goal; what role can consumer groups, women’s groups and other groups play in the 


improvement; what is the role of doctors in improving public hospitals; are there any legal tools available to the people — 
to expect improvement in public hospitals. 


w 


FORMAT FOR DISCUSSION AT THE SEMINAR 


Although we intend to encourage as many individuals and groups to write background papers as possible, the seminar 
discussion will be primarily issue based and not paper based. That is there will be no formal presentation of the background 
paper at the seminar. All seminar papers will be circulated well in advance so that the participants can read them beforehand. 
With participants fully informed about the papers submitted, the contents of the paper would provide enough maternal for 


extensive interaction amongst the participants. 


The discussion will begin with a 10 minute presentation of the topic of discussion. In this presentation care will be taken to 
summarise without bias the views expressed in the background papers on the topic concemed. 
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NEW MEDICAL ASSAULT ON THE POOR 
Dr. N. H. Antia, Director, FRCH. 


"hb er ‘or report on Investment in Health clearly defined the new strategy for curbing the public health services 
os ted ct 5% of our population, which lives in rural India and the urban slums, while giving full rein to the private 
cotton on health into a lucrative business and industry and which faithfully follows its role model of the 
sone oe ot seuss the overall strategy of economic recolonization of the ‘need based’ countries by dangling the 
habbo a — for co-opting the local elite and middle class regardless of further depriving the silent masses 
igh ea . plannin ing ts the only solution. The inhumanity of a system that worships the dollar above all other values is 

nstrate ri vividly in the USA itself which has converted human suffering into a trillion dollar industry, next only to 
armaments, which preys on the nch while failing to provide meaningful health care to over 33 million of its poorest citizens. 
Can it be expected that those who promote this ruthless system in their own country will react any differently to the poor of 
the ' need based countnes? Having captured the elite of these countries in their international web woven with a mixture of 
consumensm, bnibery, pseudo economic policies and veiled threats, they have forced to open the doors for their multinational 
to the cheap labour and natural resources of these countries. In the process they have also produced a large market for the 
export of their consumer goods, so eagerly sought by the proportionately small but numerically large local neo-elite. 


Experience in their own country has convinced them that there is hardly any consumer resistance during illness. This has 
enabled the exponential growth of their health industry in the past dacade by promoting expensive medical glamour 
technology of dubious value at the cost of basic health care. They now see the 100 million upper crust of our society as a 


vast market for such inappropnate medical technologies which is now being so assiduously promoted by our own doctors, 
pharmaceutical and medical instrumentation industry. 


The assault on countries like ours under the guise of New Economic Policy and globalisation of trade has undermined the 
very basis of the health of most of our people due to increasing malnutntion, lack of basic amenities like water and sanitation 
and the pollution of their environment. This has converted their health into illness and illness into an exploitative business 
which now extracts money even from the poorest who are given unnecessary medicines, injections and now the ubiqutous 
intravenous dnp by the private sector which is also promoted and subsidized by our own corrupt politicians and bureaucracy 
who function hand in glove with the in glove with the World Bank, our medical profession and health industry. 


The Primary Health Centre concept devised by the Bhore Committee for extending comprehensive health care to all our 
people at the 20,000 population level was accepted as the model for our health services by the founder fathers of our nation at 
the Independence. Within two decades a band of dedicated doctors with an army of paramadicals working in rural India were 
able to eradicate smallpox and control malaria, cholera and plague, the four most major killers, using lumited resources and 
simple available technology, but supported by a strong political will. 


The next three decades has seen not only the resurgence of malaria and cholera but also a marked increase in the diseases of 
poverty like tuberculosis, gastroenteritis, pneumonia, kala azar and filaria together with the emergence of drug and insecticide 
resistance. This despite a vast increase the number of doctors, hospitals, drugs and medical technology but a radical change in 
the political will from the interest of the rural poor to that of the urban rich. The Primary health Centre has been converted at 
the dictate of foreign governments and international agencies’ into a senes of vertical programmes for individual diseases with 
Family Planning taking precedence and further diverting attention from the original comprehensive concept of health care. 
These programmes processed in Delhi by the bureaucracy for achieving ‘targets’ has alienated the people from their health 
services with the result that almost all such so called 'cost effective’ programmes have failed or have showed only temporary 
results any high cost. This has perforce dnven the people into the arms of a highly exploitative private sector which having 
overgrown the urbanization has now penetrated the rural areas. 


Three quarters of the present burgeoning expenditure of 6% of the GDP or over Rs.25,000 crores on health is now in the 
private sector which together with the public sector is also chiefly loca* > in the urban areas. This is the result of the pressures 
exerted by the medical profession for their own convertience kudos ad profit, and is supported by the elite and by the 
politicians whose interest this also serves. 


Even here the most expensive component of hospital load is undertaken by ie public sector offering specialised care which is 
chiefly used by the urban and also some of the rural poor. Even thougii small 200 bedded hospitals located in rural and ee 
urban areas would provide cheaper, as well as more personalized, humane and effective service to the local Peso ba 
existing mega hospitals do provide tertiary care to the poor for which they would otherwise have no alternative, while the 
rich middle class can afford to use private hospitals and nursing homes. 


: elivered the coup de grace to in destroying the 
further debt. Under the guise of Ttpng the pot thy to their interest but have 0 ois would provide 
enforcing an economic policy which 1s ted as a comprehensive prev apobepic: ity of the Bank. 
hich if strengthened and operate the economic polity of te 
PRA st Sain whose very basis of health has been undermined by the . We 
en the few health and illness services 


cee 
The levying of user fees from the urban poor would prevent — oe euphemism for Family Planning in the slums 


have access to. The Urban o aees Bes | 
whic i the main concem of the West regards [Ht ai ie eae destition of this Bank's penchant for diverting 
providing low cost specialist services for the middle class is only oe saree ecatl : 
services meant for the poor for the benefit of the rich. It is the thin edge o a, ymcpeetern = tine tyne 
will be diverted from the care of the poor to that of those who can pay Rs.100/- for viding 


‘ded in these institutions. 
staff a share in the profits this will also help to destroy the full time services to the poor provided in 


erful tool of the US government to promote 


conde ett |S ful surrogates. The aim is to 


Under the garb of macro-economics the World Bank oerriiaa visits local clits ne" 


domination and renewed exploitation of the ‘need ee to submit to the private sector 
annihilate whatever remains of the public sector so spin s pri 
which sana east ethical or legal restraints has proved to be for more exploitative than —— cipro pr 
promotes the health industry which is keeping with the needs of the Westem medical market "8 ate health sector it has no 
own country. It is interesting to note that while the US now seeks to control its own exploitative priv = ee 
qualms in promoting its counterpart in the ‘free world’, which in practice means freedom for the rich to explo: 


poor to starve. 


medico friend circle 
PERSPECTIVE 


The medico friend circle (mfc) is a group of socially conscious individuals 
interested in the health problems of our people. mfc 1s trying to critically 
analyse the existing health care system which is highly medicalized and to 
evolve an appropriate approach towards developing a system of health care 
which is humane and which can meet the needs of the vast majority of the 


population in our country. mfc is trying to build a nation-wide current 
committed to this philosophy. 


The existing system of health care, we have realized, is not geared towards 
the needs of the majority of the people, the poor. It requires a fundamental 
change. Such a change would occur as a part of the total social, system in 
the country, since medical system is only a part of the total social system 
mfc believes that the potential created by modern medical science cannot 
be realized fully without a fundamental change in the social system 


Se a > 


THE RIGHTS OF PATIENTS IN PUBLIC HOSPITALS - IDEALS AND REALITIES 
Sunil K. Pandya 3 


Introduction 


I have confined my remarks to institutions | know well ‘tale j ; 
; - teaching hospitals in the sist 
made are applicable to public hospitals aching hos in the city of Bombay. Most of the principal points 


throughout our country. I have tried to outlin describe present 
shortcomings and their genesis and offer corrective suggestions. SOE 8 Het ia 


I have used the masculine gender all throughout as I am a male. This implies no disrespect towards women. 
A brief historical review 


Public hospitals Were set up primarily with the intention of providing the best possible medical care, free of charge, to the 
very poor. Far-sighted public spirited citizens such as Sir Jamsetjee Jejeebhoy; Dadabhai Naoroji: Sir Pherozshah Mehta: the 
families that gave us the vanious buildings within the campus of the J. J. Group of Hospitals and Nair Hospital; administrators 
such as Sir Robert Grant, Dr. Charles Morehead and Dr. Jivraj Mehta and others ensured that poverty did not come in the 
way of the treatment of illness. The public hospitals in Bombay were linked to medical colleges to ensure that services in these 
hospitals were of the highest standards. 


Indeed, when founded, these hospitals provided care of a quality not available anywhere else in the city. Medical and nursing 


staff at these hospitals represented the cream of their professions and gained their appointments after stiff . 
competition. 


At independence and over the next two decades these hospitals treated ministers, judges and senior civil servants along with 
those devoid of any of the trappings of state or power. 


Over the past two decades there has been a progressive decline. The causes for this decline can only be referred to briefly 
here. Ministers and administrators in the state government and those in power in the Municipal Corporation of Greater 
Bombay have abandoned the principles that drove Sir Jamsetjee and Pherozshah. They blatantly favour * five-star hospitals’ in 
every possible way. Not surprisingly, when they fall ill and are unable to fly out to clinics in Houston, Texas or London, 
England they seek and receive red-carpet treatment at the hospitals they favour. 


Public hospitals are starved of funds. Appointments to their staff are made on grounds other than that of ment. Hogical 
regulations and decisions, a disinterested attitude on the part of administrators towards public hospitals and an oft-voiced 
feeling by ministers and civil servants (many of whom are neither civil nor possessed by the spint of service) that public 
hospitals are ‘a drain on the economy’ worsen the situation. 


Given such disrespect to the ideals laid down by the founders of public hospitals, it is not surprising that standards have fallen 
considerably. The extent of decay has been more marked in hospitals run by the state government where the weapon of 
transfers of teachers has been used with disastrous efficacy. Inevitably, the care of patients has suffered. 


Every patient has the following rights: 
‘— to immediate admission to hospital when seriously ill or injured 


Every patient has the right to immediate attention when seriously ill or injured and admission to the wards for supportive and 
definitive treatment. 


Reality 


This right is respected and attended to by the casualty medical officers of public hospitals. It is not always respected by 
private hospitals. 

tries, few wish to 
The quality of doctors manning the casualty centres 1s, unfortunately, varied. As in most other countnes, WW 
Stein emergency medical care. Most doctors opting for the post of casualty medical officer have their primary interests 
elsewhere - in departments such as medicine, surgery or pediatrics. The skill and care they bring to the seriously ill 
patient therefore leaves much to be desired. In many instances they give the patient a quick once-over and fill in a call to the 
specialist of their choice. 


imental ‘nterests of the patient. 
The outdated system of calling a doctor means delay that may prove detrm to the mie 


Solution . 
each from the departments of medicine and 


ensured that two lecturers OF senior residents (one ent as part of 


times. These doctors rotate through the casualty departm 
tion to patients suffering from most ailments. 


Some public hospitals have 
surgery) are present in the casualty department at all 
their general training programs and provide instant atten 


i ion theatre 
i ed and equipped emergency ward and an emergency operation t 
See a yal os Hip Oe diately moved into this ward. As the ward is 


Some public hospi -Aiciy ill or injured patient is imme 
injure mm 

adjacent to the casualty department. A seriously i or Inj P resuscitative measures ani d tests are under way 

ble the patient is taken up for surgery, definitive 


manned by the medical and surgical units on emergency duty for the day, 
within minutes of the patient's arrival at the hospital. As soon as possi 
treatment or placed in the appropnate intensive care unit. 


time. The outmoded system presently in use for this purpose 


Even so, it is necessary to send for specialists from time to ‘ 
llent communication systems using modern equipment - beepers, 


should have been scrapped a long time ago. We need exce 
functioning telephones and public address systems. 


Reasonable skill and care 


Every patient has the right to expect reasonable medical skill and care from his doctor. This legal term includes a careful 
and detailed clinical examination, the ability to arrive at the correct diagnosis, a request for an expert or senior opinion from 
another doctor when the situation is beyond the examining doctor's competence and effective care so that a cure is achieved 
where possible and relief provided in other cases. Such skill and care implies a concem for the patient's welfare. 


In practical terms this means an unhurried consultation, undisturbed attention to the patient's symptoms and narrative, 
judicious use of tests (bearing in mind the escalating costs all round), referral to other doctors only when necessary and use of 
the least harmful and least expensive forms of therapy. 


Reality 


The proportion of top-notch doctors now serving in public hospitals is low, many of them having opted t . ; 
a Ee ; ed to work 
lucrative private hospitals. y biota die in the highly 


Several departments are short-staffed as a consequence - a phenomenon unimaginable a few decades ago. 


The quality of care, time that can be spent by senior consultant with each patient an eral : 
; ss Lt 
the patient falls short of the desirable. patient and the general concern for the welfare of 


Despite the fact that the number of patients attending each public hospital has fallen over the decades (because of the 


creation of general hospitals in the east 
Satients. P astem and western suburbs), doctors appear not to have the necessary time for 


The presence of second-grade doctors at the helm ; 
nae of some major departments has ses 
as ad ate Most such doctors are unable to make any decision without er nate of less-than-the-best 
ita gh ‘ e gd sigue expensive drugs. The public hospitals cannot pay for these tests and be 
patents and their families who must then sell off their meagre assets - the wife's Jewels facie aniceoraadi a 
> plot o bd 


There is an unfortunate deterioration in the basi ‘ 
asic care offered to in-pati 
rarely sponged by nurses. Those unable to tum by themselves nif Pee. auents unable to bathe themselves = 


ae ed are left una i : 
incidence of pressure ulcers (or bed-sores). They are not provided clean pillows WS ee papas appalling 
; > eets or towels. 


Solution 


Iti 

om on reverse riogion The sate government and municipal corporation should awaken to their responsibilities and 
rey sg ca aye ' pipe agrenad earlier. Let it not be forgotten that every time there is a disaster in the 

mi thaephemengle pitals bear ¢ brunt and provide the kind of emergency treatment that the large numbers of 


Ifhospitals are to do justice to patients, society should do justice by these hospitals and the persons manning them. 


At the a - a is necessary for these staff members to carry out their duties conscientiously. Having accepted the 
responsibility of looking after these sick poor, it is incorrect to neglect them because of personal frustrations. We must always 


remind ourselves that most of the patients who 
: present themselves to us ha whi 
have no option except to wither away and die. ve nowhere else to go. If we do not help them they 


Courtesy, prompt attention 


The patient, like every individual seeking help anywhere, is also entitled to prompt and courteous attention, especially when 
the illness is grave and distressing. There is a proviso. Patients and their relations need to discipline themselves. Outpatients 
are seen at particular tumes of the day. For the patient to get prompt and courteous attention, he should present himself in 
good time with a note of referral from his doctor and the results of all the tests carried out thus far kept in order. He cannot 


expect attention if he presents himself at odd hours, does not-possess the reports of tests already done or his schedule of 


Reality 


It is a heartening sign that by and large patients do receive prompt and courteous attention in most public hospital 
departments. In the municipal hospitals the medical social workers supplement the services provided by nurses and doctors 
and go a long way to help patients even with such non-medical help as housing and feeding relatives, obtaining expensive 
items needed for treatment (such as cardiac valves) and providing funds for the patient to retum to his village. 


The glaring exception to the above statement is the treatment given to patients known to suffer from Acquired 
Immune-Deficiency Syndrome (AIDS). These are outcasts, shunned in the outpatient department and relegated to the most 
distant cot in the ward. Most staff members - from the senior consultant down to the sweeper - stay away and when forced to 
approach the patient, do so with masks, gloves and palpable disgust. 


The deficiency in the speed with which a summons from the ward is attended by the doctor has already been referred to 
above. 


Solution 


It is necessary to continue to inculcate a sense of discipline in the staff members of public hospitals and keep them sensitive to 
the needs and anxieties of patients under their care. Example by senior personnel remains the best method for doing so but 
must be - and is, in some hospitals - supplemented by discussions between the head of the institution, heads of departments 
and the department staff. . 


There is also a need to educate patients and relatives on what is expected of them. Staff members of public hospitals are under 
considerable pressure - of time, of anxiety, of work. It is unfair to expect them to provide attention and care outside the 
schedule laid down by the hospital. A chronically ill patient cannot present himself four hours after the outpatients have 
closed and expect to be attended to. (Patients presenting as an emergency are seen af all hours but must attend the casualty 
department and not the respective wards.) 


Patients and their relatives also need to be educated about the fact the notes and other interventions on their behalf by 
political personages often create an effect exactly the opposite of that intended. Annoyance and imitation at the implied lack of 
confidence in the hospital and its staff may, in fact, prove detrimental to the patient's interests. A display of courtesy by 
patients and relatives will do much more than the flaunting of evidence of political connections. 


Choice of a particular individual for the performance of a procedure or surgery: 


some patients and thicr families expect that they have the right to select the individual who will perform a test or an operation 
on them. 


a : ient of 
: : not permut selection by the patient 
pubic hospital, expecially when they ar oT men ae oe aia ind department will assure that 
a particular doctor for the performance of a procedure or Opera idee isc ato ceinn of @ SEMiOT staff member. 
procedure will be carried out by a person competent to do so or by @ pervision a 
sa ion. It is te) 
This is dictated by two facts. (a) These hospitals have individuals and units ape by D Toaching ,edical student: 
individual and unit on duty at the time the patient presents to take over his medic ly sae oe cose soe 
resident doctors and others is an important function of the hospital. For such traning s creteatly tted only to watch 
hands-on experience. This is done in a gradually progressive manner. The resident ne bicon ae the pace atid 
his seniors in action. He is then allowed to assist the teacher so that he witnesses the ! 7 iat costal = 
quarters and can clear his doubts on any aspect of the operation. The teacher then ene eee a adi tances 
such a manner that the teacher can take over at any instant should such a need arise. [he re perm’ independent 


surgery only after the teacher is fully satisfied with his competence. 


Right to information 


Janation of the nature of his illness, the reason why one or more tests are being requested, 


The patient is entitled to an exp 
what may be learnt from them and the rationale behind the drug/s, surgery OF other procedure/s recormmended. In each case, 


the pros and cons must be clearly spelt out in simple terms and possible hazards explained. 


The patient and his family have a special right to information when events take a turn for the worse. Where the patient's 
condition is critical, the family must be kept informed of the patient's condition, reason/s for worsening and what is being 
done to help him at every stage. They also have a nght to prognosis, especially when this 1s grim. 

The patient has a right to the maintenance of an accurate medical record which can be accessed by him when necessary. 
Certainly, he has a nght to information on his blood group, allergies and hypersensitivities, illnesses, findings on investigation 
or surgery and prescribed therapy. 


Reality 


~ In most instances information is provided to patients and relatives as and when required. At times friction follows 

irrational behaviour by relatives. Half an hour after the entire situation has been explained in great detail to one relative, 
another troops in and demands a similar account. It is also obviously unfair for a relative to expect a doctor to be around 

at 2 pm or 10 pm to answer quenes on a patient who is making satisfactory progress merely because that is the time 
convenient to that relative. 


Medical records are poorly maintained. Ask for the case records of a patient treated six years ago in any public hospital and in 
almost all cases you'll be told that these are not available. Ask for the records of a patient treated last year and the chances 


are fair that you'll be given the relevant medical notes written irregularly and scattered haphazardly throughout a tattered 
bunch of sheets. 


Solution 


Patients and their families need to be educated about how, when and from who i i 
3 m they should seek information. Outpatients 
can and should seek information every time they meet the doctor. Inpatients should seek information during the daily 
“get pee by net doctors. Should the doctor concemed then be in a hurry, he should go back to the patient once he 
e to spare and render the necessary guidance. Relatives of pati i seek 
. : j patients who are making stead gress 
information after making an appointment with the doctor. It is patently unfair to buttonhole the Sade Bas cela 


or when he is attending to some other task and ask ee 
queries. Where the patient's conditi Sorat . 
appoint a responsible member as spokesman and this person should Reain in tack vial a. a Se 


Hospital staff need constant reminders on the maintenance of medical records. This i 7 
— Ae tadona and the medical records departments need to tighten ecsinglier™ os io amainrenTs eo paces, : 
- ee necessary disciplinary action (such as withholding the salary of the doctor, nurse or ch en, sequential case 
en. In teaching hospitals it must be mandatory to maintain case records indefinitely f a en ak Co enced 
and research. In other hospitals they should ideally be maintained for the lifetime of the vaiee Filing da CO — 
. ey should be 


preserved for a minimum of ten years. Hospital administra : 
computers for this purpose. ” tors must use readily available tools such as microfilming and 


Hospitals must make it possible for patien 
ts to obtain a complete copy of all recor ini obi: 
one or more xero ' ds pertaining to them. The availability f 
x machines on the hospital premises (run on a no-profit-no-loss basis) will facilitate this. : 


Refusal of recommended treatment or test 


The patient has a right to refiuse any or all of hi te dnt 
ity $x Gaia rie or all of his doctor's suggestions but in doing so he takes upon himself the 


of such an act. A doctor, handica by such refusal 
after him and recommend that he seeks treatment by another doctor. oy ee may decline to contings to look 


— ealeptieen to ee the night of a prisoner (admitted to a hospital) to refuse nutrition, Where a prisoner is deemed 

“i ee a and rational judgement after the consequences of such a voluntary refusal of nourishment 
a been oo — ' at mee has no night to resorting to enforced feeding through a nasogastric tube or the 
= vanes - er 00 as to the capacity of the prisoner to form such a judgement should be confirmed by at least 


Reality 


This nght . generally upheld. Most public hospitals discharge inpatients choosing to exercise such a right under one of two 
categones: a) discharged on request b) discharged against medical advice. The former category includes patients who, in the 
opuuon of the doctor, are unlikely to suffer immediate catastrophe as a consequence of their decision. The second 


category includes patients where an immediate worsening in the patient's medical condition is feared 
decision made by him. as a consequence of the 


It is unfortunate that inpatients exercising such a right do, at times, encounter a degree of hostility on revising their decision 
and presenting themselves again to their clinicians. ‘Well, why have you come back now7' is a not uncommon response. At 
times this is born out of frustration as the doctor sees obvious deterioration in the condition of the patient, caused by the 
delay, that may have permanently deleterious consequences for the patient. 


The enforced feeding of Ms. Medha Patkar and an associate at a government hospital some months ago highlighted the 
present situahon as regards pnsoners refusing to take nourishment. 


Solution 


We, the staff members of hospitals, need to keep reminding ourselves that illness produces a curious mixture of reactions in 
the patient and family. Anxiety, doubt, an awareness of one's mortality, the fear of mutilation or death, pain and a certain 
disorientation may contribute to irrational decisions. The insensitive behaviour of a certain staff member - doctor, nurse 

or attendant - may further worsen the situation. 


Since we, ourselves, are prone to making the wrong decision from time to time even when in the pink of health, it behoves us 
to view the error made by the patient with humility and tolerance. Certainly, it is against all the tenets of medicine to hold a 
grudge against the patient for disregarding one’s earlier advice. 


As regards the enforced feeding of prisoners, we must not succumb to pressures from administrators, the police or other 
sources to deprive the prisoner in full possession of his faculties of his right. On their part, administrators (in the hospital and 
elsewhere) should refrain from exerting pressure on doctors merely to please political heavyweights. 

Operation Theatres 

The patient has a right to expect that these are well-designed and fully equipped for emergency and planned surgery. All 
necessary instruments; operation tables and lights; equipment needed for anesthesia, surgery and resuscitation, autoclaves 
and other sterilisers for instruments; linen and other items must be provided. Well-maintained airconditioning 1s mandatory 
under our climatic conditions. 


He has a night to expect adequate supply of medical gases such as oxygen and nitrous oxide; functioning suction apparatus 
and standby facilities in case of sudden failure of these. 


He has a right to competent anesthetists, surgeons and nurses and trained theatre attendants. 


a 


Reality 
Whilst most operation theatres for planned surgery are well 


shabbily equipped and maintained. 


equipped, those intended for emergency surgery are offen 


This is doubly tragic. The patient taken up for emergency sulg' ‘ 
complications. Non-availability of essential instruments and equipm 


handicaps against him. 


Solution 

ergen here planned surgery is performed. Since 
Th operation theatres should be as well equipped as are those W' ds 
Seaciny er often shared by several surgical departments, it should be the responsibility of the surgeon ae <— 
in overall charge of these theatres to ensure that the mstruments required by each of these departments are available m g 


functioning order at all times. 


Intensive Care Units (icv) 

The patient has a nght to expect that the ICU 1s manned by competent doctors, nurses and other attendants and is fully 
equipped for monitoring and resuscitation with adequate provision of central oxygen and suction, cardiac and other monitors, 
respirators and equipment to monitor blood gas and serum electrolytes. He has a night to admission to the ICU when his 
condition warrants it. He-has a right to expect that his consultant keeps himself informed of the changes in his clinical 
course and is, at all times, avai ble to the team within the ICU. 


Reality 


Patients gaining admission to intensive care units in public hospitals are indeed fortunate. Most such units are well staffed 
and equipped. The constant availability of skilled resident doctors places these units at an advantage when compared to those 
in private hospitals. 


Laboratories 


The patient has a right to expect that the clinical pathology laboratories, blood bank, special pathology (electron microscopy, 
immuno-histochemistry..) and other such departments are well staffed and equipped. 


He has a right to expect that these laboratories are constantly monitoring their own performances and using standards that 
ensure accurate results at all tumes. 


He has a right to expect courtesy at the counters, a clean waiting room and a minimum of delay i bee F 
collection of sample or delivery of report. of delay in processing his request for 


Reality 


It is a sorry fact that laboratories in public hospitals lag far behind their counterparts in private institut 

services offered, monitoring of standards and speed of response. Relat ee Paves mene in tenms of 

lew pve for a tests as coagulation profiles, ee eieihde ivi’ ee made ae) rush to 

sending pre : ae j ee rushing to and fro at a time when transport is not easy to come by apart, the very delay 1 

canals eaten “eg ag and receiving reports can and do prove detrimental to the critically ill patient. mtd m 

a onan sent back owing to such factors as the blood having clotted or the nozzle of the syti “bs 
cle on the blood gas analysis machine at the foreign laboratory, the situation borders on of the synnge not fitting 


In some public hospitals the principal P 
problem appears to oe the creation of 
et consequent duplication of equipment and staff and wide THR ae nig igs : 
described above. The economics and efficiency of a single, central department do not Bat pa: ee fe he 
press those in charge. 


Soluticn 


All laboratories should be centralised. The epartm 
isboratory medicine. ° wane S ent should be placed under the overall control of an expert in 
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ia ee tne clock for inpatients, ‘The restriction of certain facilities to certain times of the day 
Patien hospital at all hours, can worsen suddenly in their chnical 
emgency procedures at any hour of the day or night. 
The central laborat i ith automa skilled economy 
hs ey ara pg ted equipment and the skilled staff required to run it. It is false 
to expect poorly trained staff to work on antiquated machines. Under such conditions they produce results th 
fallacious or inaccurate. The costs in terms of increased morbidity and mortality are too high z Ke 


Imaging; cardiac, neurophysiology and audiology laboratories 

Sonography, radiology (including invasive ; 
aph procedures 

and radio-isotope scanning are the chief modes of , 


Cardiac laboratories 
rt carry out such tests as the recording of electrocardiograms, echocardiograms, stress tests and Holter 


: computensed tomographic scanning, magnetic resonance anaging 
imaging in use at present. 


Neurophysiology laboratories include facilities for su sts as , 
_—s facilities for such tests as electroencephalography, electromyography and the study of 


As with other laboratones, the patient has a right to expect that these sections are fully equipped with machines that are 
— _eoegials and fully functional and keep consumables (chemicals, films, other tools...) always m stock He has a 
it to expect w trained, qualified technicians working under the constant sion of consultant 
shi. . i supervision ts who carry out 


Reality 


The equipment required in these laboratories is very expensive and has to be imported. Reduced budgetary allocations to 
hospitals make nonsense of any plan for keeping up with the best-trom-the-latest in equipment. The purchase of a single 
whole-body CT scanner for a public hospital has used up the entre budgetary allocation for that hospital for the purchase of 


new equipment for all departments for two years. This means that all purchases of equipment for all departments has been 
halted for two years. 


As a consequence, most public hospitals - including those attached to medical colleges - lack vital sophisticated 
equipment. Patients attending these hospitals must, perforce, be referred to pnvate centres where heavy payments have to be 
made by them. 


Solution 


The government and municipal corporation must face realities. They cannot tum a blind eye towards these needs. Public 
hospitals, especially when they are also involved in teaching -medical students, postgraduate doctors, nurses, medical 
technicians, physiotherapists, occupational therapists... - must be provided modem equipment. The costs involved demand 
special budgetary allocations for their purchases and such apportionment must be made. Even when the costs are recovered 
from patients (as is being done in the case of CT scans), the lack of a motive to make proiit makes these tests much iess 
expensive to these needy individuals. To continue with the example of CT scans, the cost per scan varies from Rs. 1200 - Rs. 
1400 in private centres. Municipal hospitals in Bombay provide scans of excellent quality for Rs. 750. (Scans are even 
cheaper in teaching hospitals in other cites, costing as little as Rs. 400.) 


The provision of modern equipment will also serve to attract doctors interested in learning and developing the latest 
investigative techniques. This, in tum, will further improve standards of patient care. 

Expenses 

The patient has a nght to expect that all charges are itemnised so that he and his relatives know how much has been charged 
and for what. He has a nght to a receipt for every payment made. 

Reality 


No public hospital charges fees for the services provided by its staff, for the various operations performed or for stay in the 
wards. 
lf 


These hospitals provided total care without any cost to the patient till Agaabaer ago a Send acd 
(in real terms, considering the effects of inflation, adverse fluctuations exchange of currency escalating 


costs have made it necessary to curtail services and make patients pay for some of them. 


. E é 4 
tests (such as computerised tomography, echocardiography, Sonography, radio- 


At present patients are made to pay for some t ai 
nate scanning); the purchase of expensive items (such as heart valves) needed in treatment drugs 


Solution 


' written ipts mn 
Most such payments are made at the Gepartmental cash collection counters. We sonal to ae 1 ae = 
duplicate and triplicate. There should be a single centre in each hospital with upgraded devices ocumentation (such 


automated cash registers) that will provide itemised printed receipts. 


Some public hospitals have already set up their own modest shops selling expensive drugs mpeg items sect 
treatment almost at cost price. Under the present circumstances, this is the only way to ensure necessary 


making the patient pay for drugs is kept at the bare minimum. 
Expressed commitment by institutions to the rights of patients 


Administrators in charge of public hospitals must lay down as documented policy their commitment to the rights of patients. 
A statement of these rights and available means for obtaining redressal of their grievances should be prominently displayed m 


the outpatients foyer and in each ward. 


It is also necessary to provide a note on the rights of patients and available means for obtaining redressal of their grievances 
to each patient on admission to hospital. The note must be printed in the common languages of the region. Its contents must 
be explained to the illiterate patient by the medical social worker attached to the ward. 


The medical social worker should serve as the patient's friend, philosopher and guide in all matters non-medical and as 
intermediary where necessary between doctor and patient. 


Responsibilities of patients and relatives 


Disciplining is required on either side of the consultation couch. Just as much as it is necessary for doctors, nurses and 
other personnel to ensure that they provide the best possible medical care courteously and at the lowest cost, it is essential 
that patients and their relatives learn to behave responsibly. 


As this is not the theme of this symposium I content myself with merely outlining some such responsibilities: 


# Patients should attend public hospitals only when asked to do so by their family doctors or doctors at the free municipal 
dispensaries. 


# They must attend outpatients clinics on time. 


# They should bning all relevant documents (referral note from doctor, reports on tests carried 
taken and their duration...) with them. a carried out, record of drugs being 


# The should reduce crowding in th i ini ingi : : 
ou oun g in the outpatients clinic by bringing no relations or, at the most, one responsible relative 


# They must follow stnctly instructions on drugs, diet and other recommendations 


promptly. given by the doctor and report side effects 


# They must not make unilateral decisions on drug thera ing. i . 
py. Stopping, increasing . 
informing your doctor of this change can cause disaster. ta a or reducing the dose of a drug without 


# They should not go from one doctor to another shoppi ini : 
pping for 
counteproductive. P opinions and advice. Such moves can prove 


take over the management of a patient already under the care of another 


ta Seek information from your doctor after making a 
. ; tment. When you do so, he wi refreshed hi 
6 on your illness, drugs prescribed and other essential facts and f ie ’ bis 
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Patients and Public Hospitals in Bombay. 


ng in a Public Hospital and (ii) my 
ee a Ft ise hich I consider of very high 


; j have ga 
This paper is based on generar — oes . In this paper only few issues Ww 


present work related to health and consumer activism. 
priority are mentioned for focused discussion. 


Anil Pilgaokar 


and have been) instituted to serve the 
ie These hospitals have been built 
able sections lived. Over these years, 
n seen to make a bee-line for seeking attachments to these 
medical colleges are attached some of these Hospitals. 


Public Hospitals in Bombay (as perhaps anywhere else in the country) 
healthcare needs of the people, particularly those of the vulnerable sections of 
in areas which have (at the time of construction) been areas where the most vulner. 


these institutions have attracted medical experts (who pals bee 
Hospitals). Important - the most important (in Bombay) - 
ae aes chine studies are conducted here on the patients (consumers) who come to these Hospitals. — the 
medical fraternity as also the medical institutions have acquired a rich experience by treating patients coming these 


hospitals. Considering these benefits accrued from patients, one would feel that the institutions and the people working in 


horitative positions) outside the institutions should / would look towards the 
Be cee coe enti teatncat. “ind d rewarding”. Patients are raison d’étre for 


relationship with patients coming for treatment as “mutually beneficial an baseman “ 
any Hospital and more so Public Hospitals. Unfortunately this is not seen to be so. Somewhere something is wrong. in 
this paper an effort is made to highlight some aspects which, I believe are important and which have perhaps escaped our 


* attention - at least it appear to be so. 


I Patient is a human being and needs to be “cared & respected” as one: 


We claim to be an egalitarian society, a compassionate and humane society , and a welfare (“pro-deprived”) State. 
Somehow, we have not taken enough care to translate this in our actions and this is also, unfortunately, the case in 
respect of Public Hospitals. The Out-Patients Department (OPD) is one place where absence of this aspect is most 
striking.. Despite proclamation such as “Come at any hour here and you will find light and human kindness” or 
something of that substance adorning the walls of casualty in OPD, the pointers that come through some indicators, like 
(i) toilet facilities, (ii) the noise levels and (iii) the staff attitude give a very different message to the patients. 


(a) Apathy in maintenance of Toilet facilities meant for patients and visitors: Cleanliness of Toilet 
facilities (provided for different sections within the Hospitals) serves as one indicator which can reveal the 
importance of the different sections within the hospitals. On a worst to best scale (toilet cleanliness) the 
picture could be something like this: OPD toilets > Patients’ toilets in wards > common toilets for staff 
members & students > toilets for doctors and nurses at wards > toilets for professors and ‘higher’ staff. 


The message that gets across to visitors, patients, as also the staff, is that patients concerns are least 
important and can be dispensed with. And that is precisely what happens. 


It is convenient (but not necessarily correct) to blame patients for the “dirty’ habits. It would be well to 
remember that “toilets in some public places are clean because special care is taken to ensure just that 
Take the case of cleanliness on railway stations like Bandra, Andheri etc. What is more is that such clean 


public places ushers in cleaner (relatively cleaner) response from public The key 
made responsible for ensuring cleanliness of toilets. ctor is that someone is 


(b) OPD ( during functioning hours) is noisy place. Understandably 
themselves contribute to the noise, but then if care is taken to restrain the 
relatively quieter. For instance “Library” can be a 
students who are noisy in their “common room”. 


there is crowd and the patients 
patients, the place can become 
quiet place despite its use being made by the same 
The reason is that this silence “culture” is ushered in by 


[have used the word ‘our’ to deliberately avoid the divide between “you” and “us” 
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one parameter a Pasi, “ a. lite) corrective measures. Besides the maintenance of silence becomes 
to someone on the staff. onthe library functioning, Surely, some such responsibility can be delegated 


(It would be well to remind ourselves that much of 
Dispensaries. One gets an impression that not only the Munic i 

me § authoriti 
consumer organisation as well, seem to have lost . a Scag hens Se 


¢ sight of precarious state of these “facilities”. It is 
anaes to strengthen and “promote” these dispensaries as an important part of the Public Health 


the OPD load is due to neglect of peripheral Public 


(c) Attitude of staff towards patients and visitors: 
not rude towards the patients, this is not uniformly 
particularly the security staff.. It is understandable that 
to realize that one can be firm and yet be polite. 


Though, the attitude some doctors and nurses is 
so, and things get worse in the case other staff 
the security has to be strict, However, it is important 


I recently learnt that in Cook County Hospital (of Chicago, USA), (which is more or less 
comparable to our Public Hospitals in Bombay) even a senior doctor of the hospital dare not 
speak to the patient with any sign of rudeness,- even a raised voice. The Director of the Hospital 
can pull up the offender on this count. The doctor can be firm and refuse to comply with patient’s 
request, if it is inadmissible, but cannot be rude with patients 


It is only when a serious & persistent effort to ensure that none of the activities (by whomsoever) become 
dehumanizing, that any Hospital can qualify to be really a Health Care Institution and it would be well to 
realize that this is one area where the excuse of “budget constraints” cannot be forwarded. Being polite 
Should be the culture of the institute and this does not cost a farthing. 


Rights and responsibilities of Patients & Institutions: 


The picture of a patient (indoor & outdoor) one of frightened, lost, hapless and frustrated person with “take it or 
leave it” choice before the person. Right to respectful and considerate care is the basic right of patients. It is 
important to ensure that these rights are appreciated and implemented. It is our experience that when one takes 
up the issue of rights of patients, there is an alarm amongst the Health Care professionals and an immediate 
clamor for discussion on responsibilities of patients. 


Frustrations of Patients with Institution as also the reverse, could be minimized /optimized, if there is clarity 
on the rights and responsibilities of both. It is important to usher in changes towards respect for rights and 
responsibilities of both. Even so, since, currently, the patient is vulnerable and powerless, the Rights of 
Patients and the Responsibilities of Hospitals need to be spelt out to start with and then steps towards 
implementing these need to be initiated. and then sustained. It is pertinent to realize that these changes are 
both important as also difficult to implement and therefore persistent effort towards this end are a must. 
(The Rights of Hospitals and the Responsibilities of patients are emphasized by Hospitals, through the 
“rules & regulations” and other notices that are brought out from time to time.) 


Fortunately, the American Hospitals Association has brought out the Patient’s Bill of Rights. This should 
form a basis for forming our own Patient’s Bill of Rights. 


[The American Hospitals Association have published a “Patient’s Bill of Rights.” (In the earlier workshop 
on Patient's Rights - by MFC / ACASH / TISS, this has been discussed. The proceedings of the aes 
are published in “The Indian Journal of Social Work -Focus Issue - Patients Rights - Vol. = tee 
April 1993 by TISS ). Major portion of the issue focuses discussion on various aspects of Patients a 
For want of space it is not reproduced here. However, the list of the rights 1s reproduced in Annexure 

reference. } 
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t boost towards empowering 
‘ohts in letter and sprit should prove a great 
Meaningful ushering of these rights in for a fair and humane medicare environment. 


end-users, the patients and provide grounds 


Some pro-patient efforts currently underway: 

itutions are exerting to provide facilities aimed at pF sascha 
edressal of patient’s complaints etc. (A brief (not e paiee 
e efforts but (a) these are scattered and piece meal 

ever, they do indicate that even in the 


make life easier for patients. 


Some institutions and individuals in the inst 
education; (ii) information for patients (ili) r 
list is given in Annexure II). These are all laudabl 
these are not well-publicised to make a substantial impact How 
situation that exists, these individuals / institutions can do their bit to 


Providing interfaces for patients support and for feedback: 


n if facilities are provided, effective utilisation 
Articulation under these conditions becomes 
th. One feels it would be a good idea 
ients and form an interface 


One realises that patients are under continual stress and eve 
of these facilities is difficult under conditions of stress. 
difficult - more so for many patients who are not articulate to begin wi 
to explore development of a group of local senior citizens to interact with pat 
between patients and the Institution. 


Likewise there are many voluntary organisations working in the field of health and consumer welfare. 
Many of them would like to participate for patient-welfare. It would be important to work explore 
feasibility’s for joint working towards this end. 


Planning, monitoring and auditing. 


Planning, executing, monitoring, auditing and reviewing are activities that any administration does 
undertake. And administrators of the Institutions do carry out these exercises. However, and unfortunately 
so, the auditing exercise is restricted only to financial audit. Public Hospitals are instituted for public 
welfare and their major inputs are “medical” in nature. It stand to reason therefore that mere financial 
audit exercises cannot serve the purpose if a simultaneous / concurrent and inter-relating medical audit and 


social audit exercises are not done. A review without these exercises is likely to lead to conclusions which . 


may not be true at the ground level. It is sad that Public Hospitals in Bombay some of which are over a 100 
years old, have not developed standards for medical audit. These are areas which cannot be procrastinated 
any further. 


An important feature of such audits must be the openness with which these are carried out and presented to 
the consumers - The Public -whose money is invested for this activity. 


Annexure I 
A Patients Bill of Rights: 


A patient has the right to considerate and respectful care. 


10. 


11. 


12. 


The patient has the right to obtain from 


his physician complete current information concerning his di 
treatment and prognosis in terms the pa ng his diagnosis, 


tient can be reasonably expected to understand. 


When it is not medically advisable to give such i 


available to an appropriate person on his behalf. 
responsible for coordinating his care. 


nformation to the patient, the information should be made 
He has the right to know, by name, the physician 


The patient has the right to receive from his 
to the start of any procedure and / or treatme 
consent should include but not necessaril 
duration of incapacitation. 


physician information necessary to give informed consent prior 
nt. Except in emergencies, such information for informed 
y be limited to the specific procedure and /or treatment, and the 


Where medically significant alternatives for care and tr 


eatment exist, or when the patient requests such 
information concerning medical alternatives, the 


patient has the right to such information. The patient has 


_ also the right to know the name of the person responsible for the procedures or treatment. 


The patient has the right to refuse treatment to the extent permitted by law and to be informed of the 
medical consequences of his action. 


The patient has the right to every consideration of his privacy concerning his own medical care program. Case 
discussion, consultation, examination and treatment are confidential and should be conducted discreetly. Those 
not directly involved in his case must have the permission of the patient to be present. 


The patient has the right to expect all communications and records pertaining to his case should be treated 
as confidential. 


The patient has the right to expect that within its capacity a hospital must make reasonable response to the 
request of the patient for services. The hospital must provide evaluations, services, and /or referral as 
indicated by the urgency of the case. 


When medically permissible, a patient may be transferred to another facility only after he has received 
complete information to such a transfer. The institution to which the patient is to be transferred must first have 
accepted the patient for transfer. 


The patient has the right to obtain information as to any relationship of his hospital to other health care and 
educational institutions in so far as his care is concerned. The patient has the right to obtain information as 
to the existence of any professional relationships among individuals, by name, who are treating him. 


The patient has the right to be advised if the hospital proposes to engage in or perform human 
experimentation affecting his care or treatment. The patient has the right to refuse to participate in such 
research or projects. 


The patient has the right to expect reasonable continuity of care. he has the right to know in advance what 
appointment times and physicians are available and where. The patient has the right to expect that the 
hospital will provide a mechanism whereby he is informed by his physician of the patient's continuing health 
care requirements following discharge. 


The patient has the right to examine and receive an explanation of his bill regardless of the source of 
payment. 


The patient has the right to know what hospital rules and regulations apply to his conduct as a patient. 


No catalogue of rights can guarantee for the patient the kind of treatment he has the right to expect. 2 ake 
hospital has many functions to perform including prevention and treatment of disease, the education 0 
the health professional and the patients, and the conduct of clinical research. 
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above all, the recognition of his 


n overriding concern for the patient, air Bor the rights of the patient 


sie with a 
All these activities must be conducted the recognition assures success in the defe 


dignity as human being. Success in achieving 


Annexure II 


Brief list of Pro-patient efforts of Institutions and Individuals 


At Hospital Level: | 
ere to redress 

1. Both K.E.M Hospital and Sion Hospital (as it is better known) have started a Patient Redressal Forum 7 
- grievance of patients. 

2. In the Cardio Vascular and Thoracic Centre (KEM Hospital) OPD there is a board displaying Rights and 
Responsibilities of Patients. 

Individuals within the hospitals: 

1. Dr. Magotra has written a useful book for patients, explaining different cardiac surgery operations and what a 
patient can expect from ICCU in the department at KEM hospital 

b I understand that Drs. P.U.Shah & N. Kshirsagar are writing a booklet for epileptic patient 

3. Books for diabetic patient have been written by many. 

Voluntary Organisation levels 

1, Organistions like MFC, ACASH and many other heath and consumer organisations frequently bring out material 
for debate / education / organise workshops on matters related to health care in the interest of patients 

2 ACASH has undertaken a project for providing drug information (designed for the patient) to patients 

2. Organisations like the recently formed Forum for Medical Ethics are trying to promote ethics 


This is a very short list. One is aware that many other institutions and individuals are striving hard to pave way for a 
better lot to the patients. The purpose is only to provide some pointers to the varied efforts that are underway and if 


Public Hospitals take steps towards a more rational and humane health care in the city, there should be no dearth of 
support. 
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INTERACTION BETWEEN PRIVATE & PUBLIC SECTOR IN INDIAN HEALTHCARE INDUSTRY 
Dr. Arun Bal, President, ACASH 


In India we have extensive infrastructure at various levels to fulfill the health needs of the population. However, this extensive 
infrastructure has made little dent in the people's health. The number of healthcare providers has increased phenomenally. 
But the health needs of the common man are not fulfilled properly. The perception of the common man about the public 
sector health providers is that it is inefficient, corrupt and ‘not worth utilising’. Therefore despite widespread public sector 
infrastructure, pnvate sector caters to the higher percentage of the population. The problem of the healthcare delivery in 
Indian context is compounded by the fact that the system consists of different types of providers who practice different 
system of medicines. The private sector in India Healthcare Industry can be loosely classified in three groups. The first is the 
not for profit organisations offering the healthcare services like trusts, missions, charitable organisations etc.. Second is 
Organised private sector consisting of private hospitals of various categories, private practitioners and so called corporate 
diagnostic centers. The third is the unorganised sector consisting of the practitioner having no formal training, faith healers, 
tantnks, etc.. The third category cannot be considered for the purpose of interaction because legally their practice has no 
validity. However, the fact remains that this sector does cater to certain section of the population especially when the public 
or organised private sector healthcare facilities are not available or not affordable. The various utilisation studies have shown 
that even in the rural area the utilisation of the private sector services is higher than the public sector. The growth of the 
private sector has been rapid over the last two decades. In a study, Yesudian (1990) surveyed the utilisation of health facilities 
by two slum communities in Bombay. The slum communities were not found having any significant differences in the 
utilisation pattern despite the fact that one community has municipal health facilites. In Jalgaon study Duggal (1989) found 
that the reasons given by the population for not availing the facility in the public sector were inconvenient location (45%), lack 
of personal attention (17%), poor quality treatment and poor facilities (12%). In another study done by dept. of economics of 
University of Kashmir the prominent reason for not availing the public sector facilities was ‘lack of attention and 
medines'(48%). 


Private sector is the major constituent of the healthcare system. The ever increasing private sector has profound implications 
for the healthcare system in India and its future course. Approximately 70% of the medical practitioners in the country are in 
the private sector. As per National Sample Survey Organisations figures the share of central and state government in the 
health expenditure is only 37% while 67% is made up of the household and private non household expenditure. The 
increasing number of the private practitioners and increasing share of the private sector in the healthcare does not mean that 
the quality of the services provided by the private sector is superior. Uplekar (1989) found that the physicians serving the 
urban poor in the slums of Bombay have poor knowledge of the treatment regumens of the leprosy. Greenlaugh (1987) = 
survey of 2400 patients found that private doctors prescribed large number of the drugs. The unethical eat ; 
‘commission practice’ are rampant in private sector. These practices are basically used to fleece the patients in the name o 
newer or faster treatments. Even the so called 'five star’ private hospitals are not immune to these rackets. Unethical he 
in Coronary Bypass surgery, Kidney transplants are mainly indulged in by the private sector goods At pee 
private sector is practically unregulated. The Medical councils and the acts like Nursing Home act are practically re 


The public sector on the other hand, though it has well organised infrastructure and personnel, seems to ints pee Jn: a 
disrepute. Maharashtra is considered as one of the progressive states in India as far as healthcare oar tal pasa 

It is common experience to see that the people from other states coming to Bombay or Pune to see o mete aig 
Public hospitals in Bombay have been catering to a vast number of patients from lower ners s riphitea T 
even from other states. For a poor peasant from a remote village in the state public hospitals in Bom oA is nae eee 

medical treatment. In fact this was so till few years ago. The treatment in the public hospitals mie sr ; tl tet a 
over the last few years the government has been propagating the philosophy of pnivatising the * ce poe Po 
‘masterly inactivity’ js being vigorously pursued as far as the management of these hospitals 1s concern 


I9 


' _ ‘sals are very subtly being shown as 
tragedy in JJ Hospital was one such example of the ‘masterly inactivity’. she pe ene apie The govemment by 
the inefficient, corrupt healthcare providers. The treatment in these hospi if aS ei 4 ip eradually tum into 
its various actions seems to be actively turning the public hospitals in to ‘sick’ ins ee eee pe = af ner word 
private or semi private institutions. This trend has received impetus after the lahoa re ph eect arreatesial 
bank and IMF directions. The world bank report on ‘Investment in Health reo ae ere 
involvement in healthcare and enunciates the principle of ‘cost recovery’. It also at i : oh Were 
pursue the goal of social health. These different recommendations are self sane - ge be poe, at ty the 
adjustment the government will have no choice but to gradually privatise the he p Me ae a ton meee of the 
consumers of the health care industry is that on one hand they have to take treatment from p 


neite oft ili of the times 
oan Song ike hi ‘le on the other hand the public sector inspite of its better facility many 
various disadvantages like higher costs whuls On Ui © E the public sector is at variation with the real facts. The 


cannot fulfill the people's healthcare needs. The people's perception of 
emergency paiedst pera by the public hospitals in Bombay are the best in the city even better than the pedtek 2 = Rd 
the 'five star’ hospitals in terms of personnel and the facilities. The wide disparity in the utilisation ages ao eae ge 
shows that other than the factors like insensitive beurocracy, er 


inefficient management there are some othe 
operating which motivate the people to utilise the private sector facilities. Various studies done on public sector and private 
sector in healthcare have not really gone into these factors. Apart 


from their financial aspect of the whole situation and the 
factors like the lack of accesibility have been highlighted by these studies. Pragmatic consideration of the current 
socioeconomic and political realities would reveal that the private sector in the healthcare will be dominant sector in the 
country in the near future. The private sector is at present practically uncontrolled. However in the highly market oriented 
economies like USA the medical profession is more regulated than any other country. However, the present political situation 
in the country is not very condusive to the increasing controls on the profession. We have been witnessing Over the last two 
years the agitations by the medical profession about imaginary fears about Consumer Protection Act. Any situation where 
social tensions are likely to increase is fraught with longterm problems. Therefore any situation resulting into tussels between 
patients and doctors is not in the interests of the society. Can interaction and the dialogue between private and public sector 
to improve overall healthcare situation help the consumers? believe that the present animosity between the two sectors 
with complete lack of frutiful interaction is to a great extent responsible for the disparity in the utilisation of both the sectors. 
At present the private sectors tends to potray the public sector as inefficient, poor quality, corrupt possible with the subtle 
support of the government. The various other factors like influence of drug industry and the manufacturer's of the equipment 
are also responsible. At the same time the public sector tries to potray the private sectors as unethical, involved in rackets and 
consisting of practitioners interested only in profits. The animosity between the two sectors has accentuated after the 
Honorary system of doctors in the public hospitals was discontinued. The perception of both the sectors about each other 
may be true to certain extent but very little attempt has been made to realise difficulties of each sector and make an attempt to 
redress the problems and narrow down the differences. For example the patients in public hospitals who want to avail of 
treatment in the private sector are discharged against medical advice (DAMA). However, they are not given any records or 
any reports. This is infringement of the patients nghts. It would be worthwhile to mention here that this is an universal 
practice in all the public sector hospitals and again very little efforts are made to alter or stop this practice. 


What are the areas in which the interaction and cooperation between the two sectors can help to improve the health care 
delivery system ? The following measures are suggested to improve the interaction between the two sectors at various levels. 


The standard of medical education and the medical examination has been declining ov t 
er the last f 
teaching has become practically ‘ Saar ae 
monopoly of the public sector as majority of the medical colleges are in the public sector. Many of the doctors in the private 
sector have extensive teaching experience. Their expertise remains unutilised except in certain non clinical subjects where 


private sector doctors work as part-time teachers. Why can't the pri i 
3 private sector doctors with adequat hing experi 
included in the teaching schedules of the public sector colleges ? x has 


Most of the public sector medical colleges have excellent and vast medical libranes. The docto 
access to the information and in the private sector a situation akin to information famine e 
vested interests take undue advantage of this information famine. The private sector do 
medical college libraries for s fee. In fact a system of DOC POST can be starte 
practitioners. This will be an additional source of the income for the public sector. 


tors in the private sector have no 
xusts. The drug industry and other 
ctors should be allowed the use of 
d for consultants as well as general 


these doctors in collaboration with their associations. A 
é t ‘ 
Saitiaceuticel suit’. present such courses are arranged with the help of the 
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Most of the pri | ursing tering 
cute nei er ——— z to the vast population have no properly trained nurses. In fact at present there is 
Sickness cao, = - =— =o in wage sector, especially at district level, are being closed. 
stg? ; council can lead in start h , , 
— This is necessary as the public sector has the necessary expertise in Properties. imllar = rela ns 
er paramedical staff like lab technicians. eltorts can be made for 


Acute shortage of the blood transfusion facilities 


banks are improperly managed. A network of the 
in collaboration with consumer organisations to 


affects the functioning of the private sector. Many of the private blood 
blood banks can be started by public and private sector jointly 
eliminate of possibilty of contaminated blood. 


indiscriminate use of the drugs has increased phenomenally over the last few 
medical profession in one of the main reason for this indiscriminate use 

profession, more so in case of private sectors, because the impartial drug 
sector institutions with their vast resources can help to reduce the industry's 


years. Influence of the drug industry over the 

The industry manages to influence the medical 
information is simply not available. The public 
influence. 


Many a times the patients are transferred from private sector hospitals to the public sector hospitals. Due to the lack of 


interaction the continuity of the treatment is not maintained. A s i treamline 
iteras : ystem of referral on areawise basis 
situation and improve the continuity of the treatment. i _ 


inspite of the excellent work done by the public sector hospitals the people's perception about these hospitals is different. The 
main reason for this is the lack of communication between the public sector hospital staff and the consumers. The public 
relation and communication in the public sector is practically non existant. The doctors in the public sectors needs to be 
trained into the communications. Many of the institutions working in the healthcare field can help the public sector. 


Ambulance Services in the city are in abysmal condition. A proper coordination between private and public sector can help to 
augment the services as well as create a cadre of well trained ambulance attendants. At present the difference between an 
ambulance and the hearse is that of a colour only. This situation needs to be changed in the interest of the consumers. 


Inspite of various drawbacks of the private sector it is likely to be a dominant sector in the healthcare delivery in the future. 
However, the various ills plaguing the private sector like ‘commission practice’ can be controlled if the ethical standards in the 
profession are improved. The genuine problems of the private sector doctors like the difficulties faced while setting up the 
practice in the city as well as in the rural area need to be openly discussed and the solutions should be found out. It also 
needs to be remembered that if the cost of the setting up the practice unduly increases then the cost of the healthcare cannot 
be controlled. A joint effort by all the sectors of the healthcare industry to start a chain of cooperative hospitals can be one of 
the solutions. 


The concept of Adverse Drug Reaction Monitoring is part of the therepautics of the modem medicine. Under the current five 
year plan many such ADR centers are likely to be set up in the public sectors. However unless proper coordination between 
the two sectors is achieved these centres will be of little use for the private sector due to the lack of coordination and 
interaction. 

The triad of cost containment, quality of medical care and access to the system is important for any healthcare system. The 
cost of the healthcare in the private sector increases many a times due to the structure of physicians fees. There is wide 
variation in the fees which cannot be explained by the usual parameters. It is necessary that both the sectors cooperate in 
formulating the guidelines for physicians fees. This can be done by proper quantification of the inputs required for the private 
sector practice. 


A system of periodic recredentialing of the physicians is the need of the time. This is necessary to maintain the quality of the 
care. The public sector with its vast infrastructure and expertise can take the lead in this regard. There is urgent need “ set up 
the dept. of ethics in the various medical colleges in the public and pnivate sectors. Various organisations in the voluntary : 
sectors already working in the field can help these colleges to set up these departments. 


The measures suggested hereinabove may sound simplistic, unrealistic and may be utopian. ——. pear, 
psychological barrier between the private sector and the public sector are broken the healthcare a oo e ae oF 
The measures suggested above are few. The interaction between the two ciansis noe waowdese i ote snteraction 
continuous dialogue must be maintained. In view of increasing privatisation and a oe haere peri 
between the two sectors can only salvage the situation. Health For All By 2000 AD is near impossi pot ihe Ee FT 
For All by 2000 AD may be possible if proper, pragmatic, practical, ethical interaction between aati For Few by 2000 
If the two'sectors go their own way, as it is happening at present, then Rae ere 
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MALAISE IN PUBLIC HOSPITALS 
Sickness of another kind 


By Clarence Fernandes, Bombay. 


i Sunday, 
As the Maharashtra government prepares to celebrate the 150th anniversary of the JJ group of ——— ms 
evidence is beginning to emerge that corruption in all branches of administration is endemuc in ernment 


hospitals of the group - JJ, Gokuldas Tejpal (GT), Cama and Albless and St. George's. 


Saleh thre infl - there is an artificial chronic 
In addition to irregularities tin examinations - the exchange of marks for money OF U uence 
~ par aug medical supplies. Combined with the nivalnes and jealousies that divide the staff, these result in less than 
optimum medical care for patients and poor training of doctors. 
Students of the Grant Medical College approached this paper las week with allegations that the warden of oe boys’ 
hostels on the campus, Dr. J. B. Bavani, a professor in the hospital's urology department, was part of a ning 0 doctors 
whose operations were crushed with the arrest of Dr. B. M. Sabnis, the professor of surgery arrested by the Ant- 


Cormuption Bureau (ACB) while accepting a bribe of Rs.5,000. 


The students said that Dr. Bhavani had sold question papers from his office in the hostel. Last year, for instance, the 
paper in preventive and social medicine was being sold at around Rs.100. Students who had done badly at them 
examinations were even allegedly given the option of rewriting their papers, at a cost of Rs.40,000. 


According to the students, of the 19 student members of the GMC Students’ Association, all those who appeared at their 
third MBBS examinations in January have failed, allegedly because they were victimised by Dr. Bhavani when he did not 
secure the vice-presidency of the association. 


Replying to these allegations, Dr. Bhavani said that he was not an examiner for students for JJ. "I went as examiner to 
the KEM and Nair hospitals precisely because I knew the students from JJ so well and wanted to avoid any element of 
bias.” He denied that he had indulged in the sale of examination papers. 


Dr. Bhavani's activities appear to exemplify another malaise afflicting the state’s public hospitals - full-time doctors who 
are in private practice, in violation of government rules. Documents made available to this newspaper indicate that Dr. 
Bhavani had consulting rooms at an Opera House polyclinin until recently. Inquiries from staffers at Dr. Popat's clinic 
and nursing home at Opera House revealed that Dr. Bhavani had given up his rooms there about a month ago. 


A consultation fee receipt for the sum of Rs.5,300 made available to this newspaper, is dated December 15, 1989. Dr. 
Bhavani has been in the service of the state government since 1984. He was appointed on the specific requirement that 


he would secure the M. Ch., the superspeciality qualification in his branch of urol within three 
Bhavani has still not acquired this qualification. Pi Fees. ee 


Other wregularities centre around the elections to posts in the Grant Medical Colle 4 iati ially i 

| ge Students’ Association, especially 
committee, which controls about Rs.15 lakhs of funds. Students told this newspaper that Dr. Bhavan went to ee 
lengths in his bid for the post of vice-president last year. He allegedly threw a number of parties to achieve this aim. At 


one of these parties on campus, alcohol : 
Bor, pus, alcohol was served and an MBBS student dies, by accident, from consuming too much 


guardian, and liquor was not permitted on the campus. He said that he had not Pit te ee 


had been chosen by the students who kn sought the nomination to the post, but 
ag ae who knew how strict he was and felt that he would be able to handle the duties 


It is learnt that action by the dean to have Dr. Bhavani 


r ig 
RAIA Mat Mie post wos an adminatrative oc. emoved from his post as warden was blocked by administrative 


and outside the dean's purview. 


ate “sem paige, her certificates and record in order to show non-existent teaching experience 

: agora appoin see = quiry omtp tje ,atter has begun, but officials say they have no record of Dr Megh 
examiner ¢ of post-graduate examinations of Bombay University. | 

The superint i 

dpe pinay Be sda ta pap B. Ingle, is also under a cloud. Arrested by the ACB in January for accepting 

: Pager cia’ peanuts") he was transferred to Nashik, but this transfer has been stayed by the 


The ACB is also examining charges before the trib | 
unal that the former head of th departm 
Dr. M.G. Rathod, was also transferred after allegations of corruption were mare ; gata vena 


against him, 
It appears that all the good efforts of Mr. Justice B. Lentin have gone to waste,” Dr. R.K. Anand of the Association for 


Consumer Action on Safety and Health told this news 
i ; paper, referring to the inquiry commissi a 
- Investigate the glycerol death at JJ. "Since then no one has studied the working pre al loess — 


He said that he had been aware of some of the incidents 0 

: n the JJ campus since last year, but had found it di 
a efforts to combat the system of perquisites and kickbacks that has established itself there. ~The naa 
of India (MCI) must now step in to initiate the process to terminate the services of doctors who are found guilty." 


The pervasive atmosphere of corruption is taking its toll on the students 
The per : of what was once Maharashtra's premier medical 
institution. Said one dejected student, "We came into this profession with stars in our eyes. We though it was are 


profession, and that things just could not be the way our seniors said they w , 
eyes, and we are disgusted.” y were. But then we saw it all with our own 


Everything for a price. 


- erg: = =. a policeman from the M.R.A. Marg police station got out of his bed in ward of St, George's 
ospital, part of the government run JJ group of hospitals. On his way out, he stopped at the desk of the casualty 
medical officer, and sneered. % 


The doctor looked up to find constable Bhagyawan Bodke straightening his collar. "See, I got admitted to the hospital 
anyway,” the constable said. Earlier that daym doctors at the admitting desk had examined Bodke and found nothing 
wrong with him. They had turned him away, only to discover to their astonishment much later that Bodke had gone over 
their heads to a unit-in-charge and been admitted to the hospital. "I am going to Colaba for a drink and a night out,” 
Bodke told the doctor on duty. "I haven't had any fun for the last 13 days.” 


Bodke is just one of hundreds of people who come to the hospital every day, demanding some certificate or the other. In 
the constable’s case, he needed leave for ten or twelve days, and his superiors refused to sanction it. So he approached 
some doctors at the hospital who amitted him for an under-the-table fee. 


The St. George's hospital also has the phenomenon of private OPD's run by a pair of residents who have been posted in 
the hospital for nearly two years after their post-graduate courses. Said to be ver well-connected with politicians, they are 
“able to do practically anything on the campus with impunity, admitting at will "patients" like Bodke or others on bail who 
want to avoid making inconvenient court appearances - for a small fee, of course. Their canteen bills, to a sum of over 
Rs.20,000 each have been outstanding for months. 


One thing that JJ and St. George's hospital have in common is the perennial shortage of . basic medical supplies. Suture 
material and plaster casts are simply not available at St. George's. At JJ, no patient 1s admitted without a stock of 
previously-specified supplies, even though all medicines at this hospital are supposed to be free, paid for out of an annual 


Rs.14 crore allocation. 
no suture material in the operation theatres, and seven brand-new 


be repaired. A surprising number of machines have started working 
f the blood gas analysers,” one of the hospital's doctors 


"The whole place is being painted. But there 1s 
ventilators lie around usused, because they cannot be 
since the ganster, Ashwin Naik, was admitted, especially one o 
said. 


He speculated that perhaps the government wished to eliminate the possibility of charges of laxity as the aca 
relatives. Naik’s wife is a Shiv Sena corporator. Among the machines that are still not working, — i is 
ultrasound machine and the emergency laboratory machines. All five portable X-ray machines in the te and m 
operation theatres are out of order. For the last five months, X-rays are not available to all except VIP patients. 


acide; tudents' hostel when a group of 
Students at the JJ hospital are still reeling from a March 30 re in polar ei " Jey They had run out of 
15 intoxicated doctors invaded the rooms of some women stuck . ~ hi tohthalein. They made lewd remarks and 
colour and were using laboratory chemicals such as genetian vio et and pheno : fered a corneal abrasion of the 
allegedly misbehaved with the women. One student was so roughly teased that she s | 


right eye and later went into prolonged depression. 


dkar, said that there had initially been 
still awaited. But students say that 
dopted by committee members. 


Jaint, but that he had started 
Queried on this point, the dean, Dr. S.P. Shiro sgt a ee 
an inquiry into the matter and a report was 


following a hostile and uncooperative stance a 


x a 
The hostels on the JJ campus are in a deplorable condition. A large sum of money was span pra ae ae 
some of the facilities. But the toilets in the hostels are often unusable. It is common to find the fittings . Ther 


are no lights or showers and groups of as many as 15 doctors are expected to share the facilities. 


It continues to be occupied by students who have long since 


ges. In many cases, the authorised occupants of rooms have 
"Nobody really knows who 


Conditions in the old boys’ hostel verge on the scandalous. 
graduated, some of whom are even employed in other colle anes, 
handed over possession to sub-tenants. "This has been going on for years,” said one docor. 


lives in those 200 odd rooms.” 


As for the new residents’ quarters, half are occupied by lecturers. "Heads of departments force their residents to allow the 
lecurers to live there,” say the students. "The result is that eight to ten residents are forced to sleep in the common 


rooms." 


The living quaters for the residents have further shrunk, after the hospital started renovating the fifth-floor emergency 
quarters some time ago, with the idea of converting these rooms into a nursing home for VIPs at enormous cost. 


A network of family and friends. 


‘When the budget was presented during the assembly session last month, one of the heads of department of JJ hospital 
was present in the visitor's gallery of the Vidhan Sabha as the finance minister, Mr. Ramrao Adik, rose to read his speech. 


Every time the phrase “lekha anudaan”, meaning bill of account, occured in his presentation, the MLA's tittered and 
looked at the woman seated in the gallery. As he neared the end, the minsiter himself was grinning broadly. 


It is well-known that progessors at the JJ hospital work in close tandem with ministers. As they jockey for power and the 
perquisites of office, their duties are given the go-by. And it should come as no surprise that educational standards at the 
GMC are falling. 


Students at the campus allege that Dr. B. M. Sabnis, the professor of surgery at GT hospital arrested while accepting a 


bribe recently, was taking lectures for students from private hospitals - for a fee - and ignoring his own official charges on 
campus. 


In the list of names of those who allegedly paid money to Dr. Sabnis to clear their examinations, now in the possession of 


the Anti-Corruption Bureau, are a number of "chronics" or stud 
RES > ents who have become a perennial featur MB 
examination sessions because they fail each time. Fi . oe ex 


One of these candidates is the son of a hotelier and spends most of his time 
time looking agter his father’s Dadar dispensary even th 
chief minister's daughter, is trying to get into films. 


: running the hotel, just as another spends his 
ough he is not qualified to do so. A third, the fiance of a former 


It is not just students like these who sully the name of the institution. There is a ve. 


of India will derecognise the post-graduate courses offered by the hospital for its 
minimum sanctioned teaching strength. 


ry real danger that the Medical Council 
failure to comply with regulations on the 


"What is surprising is that this was not done long ago" «a; 
* ° 34 Oo, said " 
running without the proper staff for a numbe, Sa ene a post graduate student at the college. "We have been 


the fath 
out that if this state of affire continues, the dese er of two medical students at the JJ group of hospitals, points 


EOE of B iversi ' 
institutions decide to derecognise the MBBS degree ombay University will fall into disrepute. "Lots of foreign 


de 


Of the sanctioned strength 
optidladavaiegy ane =e ee oecn, 1 posts are vacant. Departments like nephrology, pathology, gynaecolody, 
shortage of staff i professors. Of the 141 posts of associate professor, 74 are vacant, There i 

in every department. ; , is an acute 


As a conseq 

uidelinad icons wel oA of seats in post-graduate courses has contracted correspondingly, since university 
permi' $ Or every teacher. At a time when the seats have been thrown open to competition from all 

over the country, the scramble is frantic. Where th ee er 


i i ere might have been, five years ago, 20 general 
there is typically a third that number. the situation in other specialisations is just ity po asm 


Few good specialists, when they qualify after nearly 10 years of education, are willing to accept the low salaries the state 


pays them as teachers, since many of them can eam ten times that much withi , 
c within thr fi 
there is a very small pool to choose from when making appointments. ee or four yoers.of graduation, So 


Added to this is the fact that sweetners are routinely demanded in exchange for appointment letters. The going rate 


according to campus insiders, is Rs.15,000 for a six-month temporary appointment as a | 
permanent post. porary appointment as a lecturer, and upto Rs.5 lakh for a 


Several professors say that the quality of medical care and teaching took a nose-dive in the mid-80's, after the state 
government introduced a regulation that honorary professors would no longer be appointed heads of department. 
Although this policy was later reversed, the damage appears to have already been done. 


According to one doctor, "The honoraries have always brought fame to the hospital. Besides, they were relatively 
independent, they did not buckle under threats from employees, students or politicians. By contrast, the heads of 
department are so busy trying fq keep everybody happy that they have little time for anything else." 


Added one post-graduate student, "Some of the staff spend all their time plotting and scheming to get ahead of their 
colleagues, and use the students to score points off each other." 


There is apperently in addition an active poficy of discrimination against the honoraries. In spite of working for 15 and 20 
years, many of them have not been appointed professors or associate professors. 


Competition for seats m post-graduate courses means that most seats in such specialisations are filled up a year in 
advance. "The first prjority in alloting seats is which student is related to which doctor." Says a student in the final 
MBBS class who has po relatives in the profession, "All seats for next year's courses in surgery and medicine are filled 
already and we have bgen told we dap't stand a chance." 


According to another past-graduate student, "These days there are not many advertisements for the houseman's posts, as 
there used to bearlier. There is no waiting list for MS and MD house-posts. Nor are people appointed as professors 
retire. Those who are appointed are not teachers and so the psots lapse." 


Competition for the posts of head of department is cut-throat, so much so that there is hardly any post not blocked by a 
MAT case between the present incumbent and an aspirant in the department. 


The dean's post at JJ has been vacant for nearly two years. Officials, asked why posts were not being filled, say that no 
adequately qualified carididates could be found. But conversations with scores of students and doctors suggest that the 
reason could be the sheer multiplicity of vested interests. 


So the most appropriate sentiment, say students, in this 150th anniversary year of the JJ group of hospitals is "Abandon 
hope, all ye who enter here.” 


Courtsey : Times Of India, dated 13th May, 1994. 
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EFFICIENCY VERSUS HUMAN RIGHTS IN PUBLIC HOSPITALS 


The thin dividing line ——— 
Dr. Murlidhar V, Sion Hospital, Bombay. 


Trauma Care 


admitted to Sion Hospital every month. They get the ae Lapeio =a 

available in the country. The only way it can be improved further would be to have pepe OE done 

better transporting facies inthe peripheries of Bombay Bit acco roeatment and the retums. This is atypical 

wasteful expenditure. There is a great deal Of dis¢ ween th ccinany Cae 
i blic-sector enterprise. The administration repeatedly bemoans the fact y 

eae eee arte should be ‘toa hence they put more bureaucratic hassles for ee a Reber” td 

hoping that by this they can restrict the number of free CT-scans. Hence an affording patient gets a if re 

relative indications and a poor patient has to forego this important investigation unless it is lifesaving, and in some 

after he actually starts deteriorating. 


More than 200 acutely injured patients get 


How can they calculate the profits accrued from saving a young 25-year old? The 25-year old would lead a productive 
life for the next 50-years and if they really want to calculate the profits they should take into account the wealth which he 
would produce in the next 50-years. If immediate cost and the retums are taken into account the votaries of capitalist 


economy would always show it in the red. 


Similarly, when they arrive at the magic figure of Rs.290/- per bed as the running expenditure they conveniently take into 
account the salaries paid to the staff whose other immesurable educational work of producing a new generation of nurses 
and doctors is not considered at all. After all who can estimate the true worth of nurses and doctors in rupee (Or is it 
dollar?) terms? 


Burns Care 


Nearly 100 acute and severe burns patients get admitted to a major public hospital every month. Even in a free hospital 
like the Sion hospital, the cost of treating a 50% bums successfully comes to around Rs.50000/- per month, which the 
patient has to somehow arrange or face sure death. They await their fate in the crowded female surgical wards which due 
to the heavy load of patients stay in the floor beds, they obviously cannot afford treatment at the Bahtia hospital (which 
has a burns unit). Again the efficiency minded people would say that the floor beds should not be allowed. Some will 
even say that the admissions of these wretched of the earth should be restricted, they should go to some other place but 
we should avoid floor beds at any cost. Because of macro level inefficiency, the care of the bums victims is not optimal 
and even the trauma care may not be as that available in the USA, but these are the very things that even who were 


staunch supporters of the public health system have st&rted to criticize, knowing fully well that the government is 
waiting for an excuse to privatise the system. 


Then Se that the quality of burns care will rival that in the USA albeit only for a miniscule percentage of patients who 
are rich. 


Inefficien ar excellence 


There are 15000 beds in the private sector catering to 20% of the i : 
: population and 10000 beds in th i 
to 80% of Bombay's population-so much for efficiency of the rich class. pa soar cee 


Hundreds of victims of the infamous communal riots in Dec. 92 and Jan. 93 wer 
the funds promised by the government never arrived-so much for 


and ery over pilferage of a glass of milk by the labour « ce that the prices do not fall affordably low but will should hue 


dumpi 
humaneness, scientific treatment and above all meee ground after which they are expected to be managed with 
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Soctal Admissions 


H oe 
ae odes sg ape _ and beggars get admitted to the government hospitals just because they get some 
mati - = ci mite: e social rejects out of humanitarian considerations. This is inefficiency at its greatest! 
pies ; o-lev the government build adequate old-age homes, beggar homes and homes for the retard?- how 
efficient they are! Or are they interested to just wish away these people. These are the inherent contradictions of the system 


which survives only on profits, which no Adam Smith o — : 
functioning of the public hospitals. 1 Dunkel can solve, how much so ever one criticises the inefficient 


In a nutshell, essential services like health care, transport etc.. would alwa 

: , > ys be at a loss if one looks through the eyes of a 
market economist but in reality they are so immensely ive i indi : ; i 
productive in an indirect way that their benefits to the nation 
incalculable by any presently available means of economic assessment. . r oe 


Subscribe to the medico friend circle bulletin. 


The mfc bulletin is a bimonthly journal of the medico friend circle. The 
bulletin publishes articles, broadly reflecting the mfc perspectives on health 
problems. 


Subscription Rates : 


Inland (Rs. ) 


Individual 
Institution 500 


Asia (US $) 6 75 


Other Countries (US $) 11 125 


Subscriptions may be sent by MO/Demand Drafts/Cheques (add Rs.10/- for 
outstation cheques) in favour of medico friend circle. 

To: 

Dr. Anant Phadke, 

50 LIC Quarters, University Road, 

Pune - 411 016. 
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MANAGEMENT AND PLANN ING OF THE PUBLIC SECTOR HOSPITALS 


Dr. Viju Mhase, Lecturer (P.S.M.), L.T.M.M.C., Sion 


mes instead of large number gravitating towards centralised hospitals. Services 


In India we should like health to go to ho 
must begin where people are and where problems anise. 


anne Late P.M.(Smt.)Indira Gandhi, May 1981 
The Alma Ata declaration 1978 and the National Health Policy of India (1983), both identify hospitals as an integral unit 
of the primary health care system. 


The management of public sector hospitals has long been neglected in our country. There is no National Policy for 
management of public hospitals. The national health policy nowhere sidelines the importance of hospitals and looks at 


them as an essential perequisite for proper referral service. 


In practice, the public hospitals serve as a comprehensive health care center providing primary, secondary as well as 
tertiary level services. The apex-teaching hospitals also serve as teaching and training institutes and research centers. 


Thus the large public hospitals have three major goals :- 


a. Patient care , 
b. Teaching & Training medical man power. 
c. Research. 


The present paper aims at highlighting some major issues in management of large public health sector hospitals, which 
need to be focussed so as to improve patient care. 


The city of Bombay has four major public hospitals - three of them are Municipal and one is a Government hospital. All 
these hospitals are accompanied by a medical college each. J.J. Hospital has a bed-strength of over 1,800, K.E.M. 
Hospital has a bed-strength of 1,650, L.T.M.G. Hospital and Nair Hospital have abed-strength of 1,265 anid respec tiv 

All these hospitals are managed by the Deans. ri 


The Role Of The Dean :- 


The Dean is the chief administrator of the hospital. He/She is s ted i inistrati 
a sema. upported by the Assistant Dean and the Administrative 


seeeeee 


With so many functions and duties, it is not surprisi 
: > urpnising that most of the times the D: - : : 
and very little time for more important functions li ; es the Deans are busy managing routine things 
ace ns like planning, directing and decisi pee = 
sand we estes functions expected from the Dean, the Dean has very limi isd calteaerae faa in a ae 
Saetina! of the important decisions, he/she has to get sanction from the Deputy Munici pe 
uni mmussionet. Especially when it comes to financial matters. the Dean Ait 88 ce and 
; has ngh sanction a very, very 


limited amount. Thus the Dean's position i ; 
ponte Position is the one which has too many responsibilities with too little autonomy and 


The administrative medical staff compn ; 

aR : pnses of medical offi : 
qualification. Their role demands the knowledge of pihitiecdl wi: ier not necessarily possess any administrative 
in service training. n. The AMOs make it up through experience and some 
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What can be done ? 


Considering the huge infrastructure 
the hospital and the amount concadind ae public hospitals, the number and diversity of the staff cadres working in 
kind of administrative setup. ¢y mvolved in the hospitals, it may be a logical option to think of a different 


The Amenican Director 
Executive Director 


Medical Finance Human Resource 
Director Director Development 
Director 


In another model, the Chief Executive Officer acts as a coordinator between medical people and management. 


These models may not be picked up as they are but can be modifi ituati ibi 

3 ed to our situation. The feasibility of separating 
management of hospital and medical college, or having separate managers for personnel and materials edhe. can 
be studied. A committee of representatives of current and ex-Deans, Assistant Deans, Office Superintendents and senior 
AMOs can be appointed to give concrete idea about the possible administrative setup. 


A formal qualification in hospital management should be a perquisite for any administrative posts in the hospitals. . 


Need For Autonomy :- 


For better efficiency, the Dean and administration of the hospital should be more autonomous. Only the policy 
decisions, major financial decisions and decisions related to very major issues should be taken in consultation with 


DMCs and MC. This will save a lot of time, avoid unnecessary delays and will decentralise the powers and 
respobsibilities. 


Failure Of Referral System In Bombay 


As per the National health policy guidelines, the large public hospitals should function as tertiary level referral center. 
We have an excellent health care infrastructure in Bombay and it is possible to develop it as a three tier referral system. 


The dispensaries and health posts (under IPPV) can be considered as the first tier to deliver first contact care. The 
medium size hositals and maternity homes can function as second level referral whereas the apex institutes should 
function as the tertiary level referral centers. 


At present, this type of referral system seems to be practically non existant. As a result all sorts of patients keep on 
crowding in large public hospitals. They include patients suffering from minor ailments which could be treated in a 
dispensary near their homes and also patients who really ned care in speciality and super speciality wards. Because of 
large number of patients in the OPDs, the doctors can spend very little time with individual patients and can’t concentrate 
on "difficult” cases. 


The hospitals don't have any thing like a ‘catchment area’ and receive patient not only from all over the city and the 
suburbs but also from other districts and other states. Patients come in the hope of better medical expertise, "free 
service or sometimes due to local unavailability of the services. As a result there are no restrictions on the number of 
patients coming to the hospital. The utilization studies show that people are more inclined to utilise larger facilities and 
not the dispensaries and smaller hospitals. 


Selection Of Patients :- 


ppropriate utilisati it i riate system. A policy decision should 
For a te utilisation of hospitals, it is necessary that patients enter an appropna mi 
be taken regarding patient selection through referral. This will improve the utilisation of smaller health gas —— and 
also improve the efficiency of larger hospitals as only those who need specialist attention will reach these hospitals. 


This demands some sort of coordination between major hospitals and smaller health centers. This is lacking at present 
and hospitals continue to exist in an isolated fashion. 


Certain Planning Consideration :- : 
. . . . *a*,.* It 
ing i itals i ainly related to expansion of existing facilihes. could : 
ical purposes, the lanning in our hospitals is m ) ex, pa 
° u sea iach and et mainly for the development of super specialities or np api REEPESS departm 
hic tentaiee bed strength, adding certain services Or adding high-tech equipments to the dep: ; 


: ion i ient- d material-flow while planning 

times, attention is not paid to the patient flow an 1 : 
sealers trolleys of food, linen- both soiled and sterilised and other oe 
patients, their relatives and staff members. The nonworking 


It is commonly observed 
for services; and it is not uncommon to see the 


3S] along with 
passing through the same passages 
frequently alter the direction of patient flow and material flow. 


. . a the 
Whenever the services expand, the staff requirement increases. Supportive wtb also _ ip oe i 
ion is not given to these aspects, many problems arise. > exam 
os ent thax vider iliti od of time, with the growth of hospitals, number of 
be that of resident doctors and their residential facilities. Over a period o k 
suient doctors has increased but the residential facilities have not increased proportionately. As a result the ee are 
compelled to stay in pathetic situation with three or four resident doctors in a 9x10 room leading to dissatisfaction in 


them. 


Centralisation Vs Decentralisation 


The issue of centralisation Vs decentralisation of diagnostic services needs serious consideration. In addition to 
pathology department many clinical departments have their own laboratones for carrying out investigations. The patients 
are often subjected to variety of pathological and microbiological investigation. They have to really search for the labs 
and visit different labs for different investigations. Patient is often unaware and ill informed about location of these labs 
and walking and waiting in a queue everywhere can be very much taxing and unsatisfying for him. The decentralised 
system requires more space, more staff, more equipments and more reagents. A centralised system for pathology could 
be much rewarding. Especially with automated systems, it will save much time and energy, avoid confusion and will 
improve efficiency of these services. 


Need To Strengthen OPDs And Ambulatory Services :- 


One wonders whether it is really necessary to add beds or is it more important to umprove utilisation of existing beds. 


Admitting patients costs twenty times more than treating a patient on OPD basis. Average duration of stay is considered 
as a good guide for efficiency of the hospital. Accepting the fact that in certain wards e.g. trauma ward, the duration of 
stay is bound to be higher, measures can still be taken to minimise the stay and reduce the admissions. 


Especially surgical departments can contribute greatly by strengthening the ambulatory services. Not only minor 
surgeries but also scopies, biopsies and operations like hydroceles, most of the MTPs must be carried out as Ambulatory 
services. Patients should not be admitted for preoperative investigations. 


Patient Scheduling :- 


General OPDs work in morning hours when the OPD building is trimming with patients while in evening hours most of 
the OPD rooms are idle. Same is true for operation theatres. In moming hours all the operating rooms are so busy that 
Often patients schedule for that day have to be sent back; while in the evening hours OTs are under utilised. 


Many patients are given appointment at morning 8.00 o'clock for diagnostic investigations like ultra sonography or C.T. 


or Scopy and it may be anything between 9.00 a.m. to 4.00 
‘VV a.m. to 4.00 p.m. when actually his tum comes for the igation. This 
is a rule rather than exception which results in absolute chaos and dissatisfaction. ea 


The proper scheduling of patients will go a long way in man 
where patients come by prior appoin 
hour can be allotted to a fixed numb 


aging this problem. Especially for diagnostic investigations 
tment, this can be easily done. Instead of giving the same time to all the ape oe an 
er of patients. The feasibility of two shift OPD system may be considered. 


Issues in Material Management :- 


Medicines & liances :- 


Nothing can be as frustrating as non availabili ) ) 
the hope of galllils ssinie medicine which om of common and essential drugs. Usually patients come to the hospital in 


: all 2 : . a : ; , 
Leave aside the costly antibiotics. even medic eviate their pains. But often medicines are not available in the hospital. 


, ines like paracetamol, BB lotion are also not availabl 
the appliances required in operation theatres. Inspi available. Same is true about 
problem hes fbesekshed echisen pite of repeated complaints and full knowledge of the authorities, this 


Other Problems of Scrap Materials :- 


Heaps of scrap materials are found lying i a 
protected Gite pilferage. ound’ lying in the hospital waiting for disposal. They occupy a lot of space and have to be 


¢ 


Improvement in matenals management is necessary to tackle all these problems. The idling of equipments, problems in 
drugs availability, management of scrap material, prevention of pilferages, all these problems can be tackled by better 
policies regarding materials management and awareness about the costs involved in materials. 


Information Management :- 


The hospitals handle a lot of information. It is a continuous data-base about patients, their histories and managements, 
their clinical and administrative paper work. The establishment, cash section, stores, registration, students section, 
pathology laboratories, blood banks practically all departments have to generate and store data in paper form. 


There is tremendous scope for computerisation in each of these departments. Except for the places where paper work is 
required for medico-legal purposes, all other departments can manage their information efficiently with the help of 
computers. The example of Tata Memonal Hospital can be sighted where computer culture was thoughtfully created 
through gradual step by step computerisation from Accounts to patient care. 


The development of a computerised management information system will also help in prompt reporting and presenting 
the data and evaluating various systems based on these data. This will save time and space. Carefully planned forms for 
such collection of data will avoid collecting unnecessary information. The retrieval will be easy. This will help in research 
as well as in achieving better patient satisfaction by saving their time. 


Issue Of Sustainability Of Hospital :- 


With the rising cost of medical care, the maintenance of hospitals is becoming increasingly difficult day by day. Since 
health is a state responsibility providing medical care at low or no cost remained the aim of public hospitals. But since 
hospitals have already reached a state when it is no longer possible to support them fully issue of sustainability will be 
important in near future. Especially the super specialities which have rapidly grown in past few years are known to 
consume more than 2/3rd of the budget and they may not be the prionty needs of the poor who have to be benefited by 
public hospital. Measures like cost recovery will have to be considered for sustainability of these services. 


Quality Of Services :- 


Quality is never an accident. It is essentially the outcome of conscious and continous efforts. It is not enough to provide 
services. They have to be of reasonable quality at optimum cost. The services will be satisfactory to the patients, the 
consumers of the services, only when they are of good quality. This is an era when hospital administrators are talking 
about total quality management rather than mere quality control. 


For quality assurance, it is not sufficent to have good equipments and appliances, it is also the work culture and general 


attitude towards patients and services. If the professional skills are not accompanied by the compassion and sincere 


inical i nt will deliver the goods and hence efficiency of 
desire for well being of the patient no amount of techinical improveme imespeotive of his designation an d 


the hospital has to be a commitment by every individual working for the hospital 
position. 
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: PUBLIC 
PURCHASE, USE AND MAINTENANCE OF PLANT AND MACHINERY ITEMS IN 


HOSPITALS. 


THE PRESENT SYSTEM -ITS PITFALLS AND SUGGESTIONS FOR IMPROVEMENT. 


Ravi Ramakantan, Department of Radiology, K.E.M. Hospital. 


There are two main groups of public hospitals(PH) in Bombay -those run by the Government of Mises 
and the others by the Municipal Corporation of Greater Bombay(MCGB). This paper 1s bee ee 
pattems and practices in the PH run by the MCGB but, is broadly applicable to those run by the ; 


PH can be divided into teaching hospitals(TH) and non teaching hospitals(NTH). 
L. Purchase of equipment: 


L Allocation of funds: 


This is done under the Plant and Machinery(P&M) budget head. Funds are allotted in the months of 
November/December for the following financial year. The Deans/Medical superintendents (MS) represent the 
medical institutions at these budget committee meetings. Depending upon needs as ascertained by the deans 
from various departments in their hospitals, budget grants are asked for. Priority is given to spare parts, then to 
replacement of existing equipment and finally for the purchase of new equipment The priority list within these 
sub-categories is gener ally decided by the Dean. It is a general observation that only about 40%-50% of the 
grant asked for is allotted and financial stringency is the usual reason put forth for rationing of funds. 


The P&M grant is divided into two - Part 1 and Part 2. Part 2 which is reserved for purchase of spares constitutes 
1/12 of the total P&M grant, but not exceeding Rs.25 lakhs except under unusual circumstances. 


In the last 2-3 years, each of the three TH has been granted a sum of Rs.3.0 crores annually towards the P&M 
grant.NTH have lesser grants. 


li. The purchase process: 


There are several committees which scrutinize purchase proposals. 
They are: 


The Local Purchase Committee (LPC) 
The Common Purchase Committee (CPC) 
The Local Tender Committee (CTC) 

The Standing Committee (SC) 


The LPC exists at the level of each hospital and is headed by the Dean or the MS, the Executive Engineers (EE) 
in charge of the Medical Electronic Cell (MEC), the Deputy Chief Accountant (DYCA) in charge of hospitals 
and Heads of the concerned Departments. The LPC scrutinizes all proposals for purchase of equipment (new or 


replacement) and decides on the need and mode of purchase. For equipment costing | 
LPC is the final committee for reommending purchase. eee ang ieas than. Rs. 3.0 Ate aie 


The CPC is common to ail municipal hospi i a0 ae 

pitals and is headed by the Deputy Municipal Commissio (DMC) i 
charge of the hospitals. The Deans of the TH and MS of the NTC are members this commi 7 = 
and the EE MEC are also represented. All eats of thus committee. The DYCA 


; proposals approved by the LPC and 
come up before this committee for confirmation of approval. : ee 


placed with the vendors for supply of the equ 
involved is more than Rs 3 Natta y © equipment and payment conditions are fulfilled. If however, the cost 


IL. Use of equipment. 


Medical equipment in hospitals is handles either by technicians and in some cases by doctors. In the latter case 
it often happens that esident doctors (who frequently change) are the main users. In either situation, it is a fact 
that in most instances, equipment is not handled with the same care as would have been if the users owned the 
equipment. However, there are refreshing exceptions to this general practice. With multiple users handling 

equipment, the wear and tear and breakage is more than usual. 


ILI. Maintenance of equipment. 


L Funding: 


a)Part II of the P&M grant - usually around Rs.25 lakhs for each of the TH and proportionately less for the 
NTH 


b)VILB. (repairs) - approximately Rs.45 lakhs for the TH. 
The cost of any one item should not exceed Rs.10,000. 
c)IV.B. (instruments) - approximately Rs.30 lakhs. Part of this fund can be used for select consumables. 


iL Actual maintenance. 
General policy decisions in this regard are initiated by the EE MEC. 


There is a policy to enter into service contract with the vendors of equipment for routine maintenance of costly and 
sophisticated equipment. The service contracts include a protocol for preventive maintenance besides response to 
breakdown calls. 


In most instances, supervision of the quality of maintenance is dependent on the concerned head of department.He 
is the one who is expected to initiate and follow-up maintenance protocols. 


The MEC has engineers assigned in each of the TH besides a workshop in Bhandup to maintain medical equipment. 
This cell services medical equipment to the best of its capacity and capability. . 
Spare parts not covered in service contracts can be ,as a mle ordered only after obtaining sanction from the 
appropriate authority exactly along the lines of purchase of equipment. 


Discussion: 


The procurement and maintenance of P&M is, under the present system, dependent entirely upon the initiatives 
taken by and the enthusiasm of the head of a department. The system is loaded with red-tape, calls steed eae 
amount of paper work,immense leg-work and phenomenal patience on the indenting department. deep = 
automatically leads to the next.In addition , there is no long-term planning; existence literally being a forse 
This is true both for purchase as well as maintenance of equipment. The end result is peed vie wi ee 
having dated and often non-working equipment. At present equipment costing less than Rs.3 = € up pie 
to procure and those costing more may take up to 2 or 3 years. A similar situation prevails as far as spare 


concemed. 


quipment should be provided in TH 


garding the level to which various sophisticated ¢ Penman wi x 


There is no clear-cut policy re there is often excessive duplication 


and NTH. In the absence of such clear guidelines, nie 
paradoxical situation arises where NTH are better equipped seca i ee eel 


hether the three TH should be equipped to the same bs ' fess 
esgeaa of seer aspire to build their own empires and obtain costly and sophignogie’ gall 
rightly belonging to their speciality. This leads to excessive duplication of equipment within one hosp 


Though the MEC was created with the intentions of streamlining the system and easaptlae 4, bined Ne 
in reality, the MEC has made things such worse in several areas. This is SO because, the Him Pye 
with uncontrolled powers. For example, he has to approve specifications for medical Bey satis: Maher 
vendor from whom it can be purchased and also has to be consulted on all matters pertaining to ee o ai = 
Unifortunately, the EE MEC has no qualification in medical electronics and no special training on the need for 


use of specialised medical equipment. 


Suggestions on improving a system : 


A clear policy should be available regarding the extent to which duplication of equipment between and within 
hospitals is to be allowed. The level of sophistication to which NTH should be equipped should be clearly set out. 


There should be a long term (at least 5 years) policy on equipment purchase especially regarding replacement of 
equipment which have lived their useful life. Once this is decided along with the time frame, funds should be year- 


marked for the same. 


Top priority in funding shoul be given to replacement of condemned equipment and especially for the repais of 
equipment which have broken down. A mechanism should be evolved by which no equipment lies idle for want of 
funds. The procedure evolved should be such that spare parts should be ordered within 15 days of receipt of the 
invoice from the company if the cost is more than Rs.3 lakhs and within a week if less than Rs.3 lakhs. As a first 
step, the nedd for proposals for spare parts to be processed along the same lines and through the same committees as 
for purchase of equipment should be abolished. Spares being essential should be scrutinised for audit purposes and 
processed directly. 


The role of the MEC should essentially be confined to maintenance of equipment. The present role of the EE MEC 
as the overlord of all is stifling the purchase process. It is essential to understand that mn the absence of specialised 
traming, the EE MEC is not competent to judge the correctness of specifications of all medical equipment. 


At present there is an adversary relationship between the user departments, the hospitals and the office of the Dy. 
chief account of hospitals. The general impression is that the accounts department has no regard to patient care and is 
often uncooperative in speeding up proposals. Instead the maximum delay occurs at the level of the accounts 
department. It is hkely that this happens because the procedures are so complicated to comply with that such delay is 
inevitable. This should be looked into and if necessary procedures simplified. 


In some instances, delay occurs at the level of heads of departments who may be unenthusiastic or not fully 
informed about purchase or repair of equipment. This situation should be remedied by taking appropnate action. 


At present there is no system of accountability especially for maintaining equipment and ensuring a high uptime.In 
the absence of this, it is only upto the heads of department, to the best extent they can to ensure working of 
equipment. However, there are so many obstacles on the way - with a basically ngid system- that it soon breeds 
frustration. Even the Deans may not be aware of the realities on the shop-floor in each and every instance,. 


A solution can be arrived at only with an extensive review ae 
; of the whole system of acquiring an mtaini . 
equipment with at least an Additional Commissioner or an “ ae d maintaining hospital 


overhaul the system. equivalent officer presiding and taking decisions to 


some departments in the TH. There is also no clear" 


RESEARCH IN PUBLIC HOSPITALS OF BOMBAY 
Dr. Abha Nagral. 


field of Medicine in the city of Bombay, i public 

y, it would be obvious 

Coa af Ee in this Geld as compared to the private sector, both in terms of quantity and quality tock aurea 
= country have onginated from these public hospitals. "In vitro fertilisation” and heart transplant were 


al. Reserpi discovered by R. i 
The first Laparoscopic Cholecystectomy in India was performed at JJ Hospi feeble bee vre 


two, with KEM Hospital being seventh on the list. 


Many factors have contnibuted towards making such achievements possible. One important factor is the existence of the full 
tume system for the staff which promotes a full time commitment to the patients, research activities as well as undergraduate 
and post graduate teaching. Also a research ethic may get inculcated into the student right from post graduation days if he 


has the nght role models in front of him. An important step is the compulsion to write a thesis and hence do research, which if 


inculcated in the nght direction would make a good and thinking research worker of the doctor in th ic hospitals 
e future. Public 

in to ote also a the first to set up Superspeciality departments in the country, thus creating further avenues for 
research. Contnbution of individual doctors committed to scientific medicine have also go I in making these 
achievements possible. oe 


Lopsided fund allocation for research oriented expensive equipment 


However, all does not seem to be well in the academic and research scene of the public hospitals of the city. It is often 
forgotten that the pnmary aim of these hospitals is service and not research. With the limited budget available for the hospital 
with none of it officially granted for research, one can see proliferation and favouring of superspeciality departments at the 
expense of the basic specialities which bear the brunt of the patient load so characteristic of a public hospital. Expensive 
equipment is bought under the guise of providing improved facilities to the patients when actually it is meant to increase the 
research output of the department. Simultaneously, there seems to be an eternal shortage of basic drugs, IV fluids, disposable 
needles and also life-saving equipment like volume cycle ventilators in the basic speciality departments of the hospitals. Ian 
Kennedy in his sens of lectures "The Unmasking of Medicine” calls this the technological imperative. The mere existence of 
equipment dictates that it be used. The doctor recommends it to be acquired and once it is acquired, feels compelled to use it. 
That it may not have been necessary, that it serves to perpetuate an unfortunate model of medicine and the pursuit of health, 
that it attracts resources away from areas where greater benefit to health may be achieved, that patients do not serve to gain a 
great deal from it, that operational errors are made- all these and more are lost in the technological imperative. The wrong 
prioritisation of resources, especially when the administration is crying hoarse about scant resources seems unfair. 


Relevance of Research 


Another important issue is how relevant is hi-fi research in our country and especially in public hospitals? Very often one sees 
research in India as synonymous with duplication of work done abroad. One finds scant basic research worth its name in 
India. In fact, public hospitals are found wanting in contributing to research in fields very relevant to Indian conditions like 
infectious diseases, occupational health, trauma, bums management etc. These are the unglamorous fields which deserve 
maximum attention but have been consistently neglected by researchers. American scientsts have suggested that research in 
tropical diseases is best done in the West as scientists in the third world have neither the abilities nor the facilities to solve the 


problems they encounter everyday. 


Publish or perish 


ething original or earth-shattering and not just to 
ften seen. This behaviour cannot be justified even 
ly to get recognition in your own country. 


The research work done should be guided by a yearning to describe som 
ensure a publication in a journal to build up one’s curriculum vitae, as 1s © 
with the pressures of promotion, of getting scholarships to go abroad or simp 


' 


Ethics of Research | ua 
needs to be scrutinised. The role of Ethics Committees in public ping. re ‘A 
presence needs to be determined. Ethics committees have to ens 


dards and that concer for individual takes precedence over the interests of 


i is i consent taken from the 
science and society. The concept of informed consent exists only on paper. How often is informed 


Sy eee e@ t e that one c . : 
dangerously invasive? It may be convenient to argu therefore illiterate and in capable of understanding the details 


© belong to the lower socioeconomic strata of society and. are ! 
Ns te shay ah their Western counterparts. This raises the issue of whether ethical standards aha “ id like 
scientific standards, they are absolute. Also, do these clinical research studies conform to internati guide down 


by the Nuremburg Code or the Helsinki declaration? 


The role of Drug Companies 


The role of drug company sponsored tals also needs to be clanfied. While on the surface everything seems to at per = 
ethical guidelines and detailed informed consents being taken, the possibility of a close nexus developing een | 

investigators of the trial and the pharmaceutical company cannot be totally ruled out. Subtle personal favours like sponsoring 
trips abroad and hotel staying arrangements may reflect subconsciously or consciously in the results of trials carnied out in the 
future. It is relevant to mention that drug companies are known to use third world countries for clinical trials of new drugs 


because of the lax ethical dernands. 


Recommendations 


1. There should be a strict scrutiny of the prionty lists prepared for allocation of the hospital's resources for research. 
Maximum weightage should be given to buying equipment which will directly help alleviate patient suffering and be 
translated into better patient care. That the equipment also has a research potential may be an incidental but not the 

primary motive of buying the equipment. 


2. Emphasis should be laid on research relevant to our country. In a country like India tropical and infectious diseases should 
get priority over all other diseases. Work on indigenous drugs should also be encouraged. 


3. Attitudes regarding research have to be changed. Undue importance to publications should be stopped a¢ the policy of 
"publish or perish” gets perpetuated. Good relevant original research work needs to be encouraged. A healthy outlook 
towards research with due credit to even the junior member in the department needs to be encouraged. 


4. The role of Ethics Committees needs to be clearly defined. Members of the committee should be carefully selected and 
should include doctors of impeccable reputation, ethicists and also members from the lay public. The Nuremburg code, the 
Helsinki Declaration and the WHO guidelines should help the ethics committees to formulate their own guide'ines. Each 
and every human based study carried out in the hospital should come under the purview of this committee and defaulters 
should be taken to task. Ensuring taking of informed consent should also come under the purview of this committee with 


a to ae all documents and consent forms related to the study at its will. Spot checks on the studies should be 
‘ormed. 


5. A regular open audit of research activities, their funding and the results should be carried out. 


ee 


HEALTH FINANCES OF THE BOMBAY MUNICIPAL CORPORATION 


Ravi Duggal and Sunil Nandraj, Centre For Enquiry Into Health And Allied Themes (CEHAT). 
Bombay Municipal Corporation (BMC 

of the biggest Corporations. In fact, the budget of the BMC is even 
f the Corporation during the year 1993-94 was Rs 2397.14 crores and 
of which Health is a part, had a total income of Rs.961.30 crores 
3-94) The Corporation provides various services to the citizens of 


the categories water & Sewerage, conservancy, electric supply, bus 
rovement schemes, maintenance of roads and bridges etc.., among 


Compared to any other part of the country Bombay city is highly privi i 

! oa , y pnvileged. Though a city of wide ranging 
and contradictions it probably has the best public health care and other social Srcstructies in the country Both the 
state and the municipal corporation have invested vast sums for the health care of Bombay's citizens The BMC, as 
expected, plays a much larger role than the government. 


Table 1 shows that health expenditure budgeted by the BMC in 1993-94 was Rs.227.58 crores which was more than 
twice that the BMC expended in 1990. However this increase is not exceptional because BMC's total expenditure 
also doubled during the same period. Apart from this the state government is spending an estimated Rs.50 crores on 


health care services for Bombay city. This means an availability of over Rs.275 crores for public health care in 
Bombay city. ; 


Provision of health services is one of the statutory services of the corporation. During the year 1960-61 the BMC 
spent Rs 5.46 crores on health care which was 34.45% of its total expenditure dunng that year. This declined to 
25.84% in the year 1985-86 (Statistical Abstract of India, 1987, CSO, GOI, New Delhi, 1988) and in 1994 the 
revised estimates indicate that the proportion is even lower at 23.92% (Table 1). The importance accorded to the 
health programs has decreased considerably. This has been inspite of the fact that the corporation is duty bound to 
provide proper health services to the citizens of Bombay. 


The corporation provides vanious types and kinds of health services. Under their accounting classification they are 
listed under three main headings, Medical Relief & Education, Public Health, and Pollution Control. There are 4 
teaching hospitals (including one Dental), 14 pempheral hospitals, 25 matemity homes and 149 dispensaries 
functioning under the BMC. The bulk of the services are provided under the allopathy system of medicine. There are 
only a few dispensanes which provide care in homoeopathy and indigenous systems of medicine. The above 
institutions fall under the account head medical relief & education. This account also includes family welfare 
programs and maternity and child welfare services. Under public health the services provided are control of 
communicable diseases, cemeteries, laboratones, dhobhi ghats, life guard services, mid-day snacks to children 
attending municipal pnmary schools, impounding stray cattle, dog licensing etc. 


Table 2 clearly brings out the pattern of expenditure within the overall health account. Bulk of the expenditure was 
incurred on hospitals. On an average more than half the expenditure has been on this account. The average 
expenditure between 1989 to 1994 on public health was 12%, medical education 7%, and dispensanes accounting for 
an insignificant expenditure of just 3%. The expenditure on matemity and child welfare centers shows an increase 
over the years. This has been due to the fact that family welfare is under this account and recently the BMC with a 
loan from World Bank has implemented the India Population Project. 


Table 3 and 4 further highlights that most of the expenditure on medical care was on the 3 teaching nies, ae 
Edward Memorial (KEM) hospital, Nair hospital and Lokmanya Tilak Municipal General hospital (LTMG). 2 
accounted for around 37% of the health expenditure over the years and as much as two-thirds of ie bel 
hospitals. This means that the 14 peripheral and | dental teaching hospital account for only a ° e rs bee 
expenditure. One may conclude from Table 2, 3 & 4 that the expenditure on the 3 apn A © 2 a 

other programs. In the overall scenano of costs and pnices this expenditure on health a ie wat Be croinit 
requirements of Bombay city. There is an urgent need to increase the budget on ae health pies y feral howpital 
Adequate funding to the maternity homes, child welfare centers and dispensanes irc ss an tie scl 
should be provided for the provision of proper health care. Along with increased alloca o ec citine of 
is a need of developing a proper referral system which would involve all the institutions an p 


corporation. 
37 - 


i itals, maternity homes and dispensaries. As seen earlier nearly 
Soe ead , itals Rajawadi and Cooper hospitals 
; : aif 
spend on an average 5% each of the expenditure from the medical account. The expenditure on pigs Sine w 
very insignificant. Of the total expenditure only 5% each was on maternity homes and dispensaries. ahs further 
highlight this concentration of health expenditure to the hospital sector and more specifically the teac ospitals. 
Dispensaries and maternity homes which are for provision of primary care have 


Table 6 gives a breakup of expenditure 
half the expenditure was on the 3 teaching hospitals. Among the peripheral hos 


a very low share and this is reflected 


in their poor utilization, whereas the hospitals are always overcrowded with patients, majority of whom are seeking 


primary care - for instance LTMG hospital has an OPD attendance of 7.5 lakhs or over 2000 per day on at ay? 
(Table 9) and Rajawadi 8.8 lakhs patients per year or an average of 2413 per day (Table 13). In contras ie 

municipal dispensaries which treat about 87 lakh patients every year or 160 per dispensary per day (T able 19), as 
well should be looking after hospital OPD's, are grossly under provided and just inadequate in numbers. The 
priorities of health are lopsided. Matemity homes and dispensaries should receive more than half the budget because 


that’s where most of the care should be provided. 
We have further tabulated the detailed expenditure and utilization patterns for various years of one teaching hospital 


(LTMG), one peripheral hospital (Rajawadi hospital), dispensaries and matemity homes (T: ables 7 to 20). These 
tables are self-explanatory. The main source of data is : Performance Budget Estimates of Public Health Dept, (from 


Budget A) Part | & Il, and Budget Estimates for various years, Bombay Municipal Corporation. Upto 1992 the 
figures are actuals. 


To conclude we would like to reemphasis that the overall expenditure on health care by the BMC is inadequate to 
meet fully even the current demand levels for public health services (which is estimated to be between 30-40 percent 
in Bombay city). Secondly, the composition of the existing level of expenditure itself is highly skewed - 
establishment/administration costs takes away over 60% of the expenditures and this is showing an increasing trend. 
On the other hand expenditures on medicines have declined in real terms durmg the last five years, especially in the 
case of dispensaries where the allocation for medicines have been halved. And finally this inadequacy of services 
gets reflected in the declining number of both inpatient and out patient cases being treated im the public health 
institutions. 


EXPENDITURE BY Bee te eeeeeenen 


1990 1991 1992 203° SERED 
Exp on Health 1114351 
134 
pe di 0289 1554004 1998633 2275753 
by BMC 4611487 
a rte 3628762 6846229 52574) 9513242 
tetal exp by auc 23.16 22.99 22.70 23.44 23.92 


Note : Figures are in Rs thousands 
1994 Revised Eatiaates 


BREAKUP OF BNC EXPENDITURE OW HEALTE 


PS 92e 22229628 8ene manmecace 
ie LL TT tte 


I) Public Health 130740 151293 172666 199938 244106 294427 


Dept (13) 14 
Il) Medical Relief a £23) boc dy Cin) (23) 


& Education 


®) Hospitals 5379625 643505 778208 906130 1193398 1258271 
(58) (56) (58) (54) (60) (55) 
Db) Maternity homes 48399 $7981 64626 119426 163534 246650 
& Child welfare (5) (5) (6) (8) (8) (11) 
Centers (incl Fw) 
c) Dispensaries 33170 36327 41409 48867 63136 74128 
(3) (3) (3) (3) (3) (3) 
4) Medical Eductioa 77673 89645 122394 126260 149346 181219 
(8 8 
@) Contri to Govt » oP a “a . 
medical inst : (0.01) 
f) Clinic for trta 6011 4273 4959 5961 5777 - 
of Leprosy cases (0.5) (0.5) (0.5) (0.5) (0.5) 
@) GIA to Public 17840 25006 26006 31550 36406 45500 
Institutions (2) (2) (2) (2) (2) (2) 
h) Debt Charges 99468 99952 102916 107710 133334 157735 
(10) (9) (8) (7) (7) (7) 
Iftl) Measures to 6549 6369 7103 8162 9596 17206 
control eavi (0.5) (0.5) (8.8) (0.5) (0.5) (1) 


air Pollution 


Sn $$ ees 
Total on Health 999474 1114351 1340289 1554004 1998633 2275753 
(100) (100) (100) (100) (100) (100) 


Note : Figures are in Rs thousands 


(Pigures in parenthesis are percentages and have been rounded 
off). 1994 Revised Estimates 


TABLE : 3 


BXPENDITURE ON 3 TEACHING HOSPITALS 


1990 1991 1992 1993 1994 

Al) G.8. Med College 34253 41645 47127 55186 65690 
A2) KEM Hospital 149804 173746 202651 264903 270665 
Total 184157 215391 249978 320069 336355 
(44.14) (42.88) (42.29) (41.08) (40.25) 

Bl) Topiwala Med Coll 24217 27350 33651 41606 50390 
B2) BYL Nair Hospital 648655 105068 123035 1686925 168663 
Totel 109072 132416 156686 210531 219053 
5 ‘ (26.14) (26.36) (26.50) (27.01) (26.21) 

C1) LTMG Med College 19696 25870 30343 34233 43195 
C2) LTMG Hospital 104283 126582 154087 214318 236957 
Total 123979 154452 164430 248551 260152 
(29.71) (30.75) (31.20) (31.89) (33.52) 

Grand Total 4172086 502261 591094 779171 ,835560 
(100) (100) (100) (100) (100) 


Mote : All figures are in (Re thousands) 
1994 for Medical colleges it is Revised Estimates 


1994 For Hospitals it is Budget Estisates 


ee 8 ease opnncacenshnaeenss@@eneanasennenaees 
eeeaeeeeaseeseaeneuae seeeue 


Atale 
Percentage of expenditure om the 9 teaching bospitea 


1990 1991 1992 ‘1993 1994 


® teaching hospitals 


to health 
14.78 
16.52 16.07 16.08 16.01 
“eh SRA 9.78 9.87 10.08 10.53 9.62 
a LTMG 11.12 11.52 11.86 12.43 12.31 


&@ of 3 teaching 
hospitala to 


total exp on 37.44 37.47 36.03 36.98 36.71 


Besrta Seer rr eee DD dll 
zeaee : . es eee e ee eee ee wae ewe eee ee 
Serrrrerrt eee Dien 
Receipte 
1989 1990 1991 1992 1993 1994 
KEM Hospital 587 916 1261 1908 4013 pes 
LTMG hoepital 1211 1257 1285 nate qae5 abe 
ital 521 833 1421 
= 2319 3006 3987 5706 6505 6657 
(13.21) (14.64) (18.59) (25.64) (62.76) (76.45) 
Fees from C.T. 1350 1840 1559 647 1401 Br 
Scan from above (7.70) (9.086) (7.27) (2.93) (863.63) (17.22) 
3 hospitals 
368 - 
Other hospitals 13479 14905 15803 155886 
receipts (reg fees) (76.96) (73.58) (73.70) (70.60) (3.586) 
7 - 550 
Receipts frosa 366 505 92 13 
Pharmacy of (2.08) (2.49) (0.42) (0.62) - (6.31) 
Kasturba hosp 
TOTAL i 17514 20256 21441 22078 10274 8707 
(100) (100) (100) (¢100) (100) (100) 
BSBSSSBSBSBGSSSSSSZESSSES SESS SSSSSSESETSSSSSSSS SSS SSEseess sees eeseteeseeeecertses 
TABLE : 6 


Expenditure on Hospitals by BEC 
(ae % to Total) 


wm a a a a a a a a a a a a a a a oe we eee ee 


1986 1968 1990 1992 

KEM HOSPITAL 19.62 19.18 20.26 20.08 
SION HOSPITAL 14.62 14.17 14.10 15.27 
NAIR HOSPITAL T2522 12.08 11.48 12.19 
KASTURBA HOSPITAL 4.16 3.89 3.39 3.41 
TB HOSPITAL weird 4.05 4.57 4.67 
TB CLINICS -49 -83 -89 -64 
BHAJREKAR HOSPITA ~a@1 .23 -18 -14 
ENT HOSPTIAL -76 -63 .61 Pay | 
EYE HOSPITAL -49 ~43 -41 - 42 
BABHA (KURLA) HOS 2.53 2.40 2522 2.16 
RAJAWADI HOSP 5.37 5.22 5.01 §.11 
BHAGWATI HOSP 4.67 4.17 3.42 3.82 
MTA MULUND (W) HO 1.58 1.45 ee i | 2.17 
COOPER HOSP 5.64 6.38 5.56 5.76 
MAA HOSP OEY fy 1.25 1.12 -99 
V.N.DESAI HOSP 2.26 2.78 2.31 2.286 
M.W.DESAI (MALAD) HOSP 1.37 1.30 1.26 1.19 
MULUND (E) HOSP 1.20 1.06 “07, -98 
BAHBRA (BANDRA) HOSP 2.97 3.68 3.58 4.10 
MUKTABAI HOSPITAL 1.01 «97 -96 -91 
8.K PATIL HOSPITAL ~04 ean 
CENT HOSP (KANDVI) -99 1.08 .95 -95 
DISPENSARIES ALLOPATHY 6.41 4.69 6.18 4.53 
DIGPENSARIES AYURVEDIC .05 -04 ~14 -10 
sTD 49 -17 -28 -20 
NAIR DENTAL HOSP 1.67 2.05 1.50 
MATERNITY HOMES 5.586 5.92 5.76 -5.60 
UNMANI .02 .03 

MOBILE DISPENSARIES -10 -08 


TOTAL (in Rupees) 459766969 562292574 739340720 1074423000 


eo Oe ee SSS Se EERE wees cenecscuceessebiulwuds ub ameuRnee 


Betablishment 
Contingency 

Bquip & Appar 
Medi & Inst 

Diets 

Stores 

Repairs & Meint 
Transport Charges 
Luspsuea provisons 
New Works 

Others 


TOTAL (in Re) 68 


1986 1968 1990 
61.72 59.18 63.65 2 
4.67 4.96 4.59 
-40 1.20 -65 
13.73 13.75 12.59 
5.77 3.23 2.54 
4.22 3.97 3.72 
6.34 6.85 5.53 
2.55 2.08 2.09 
-07 1.94 1.24 
-05 13 -16 
~48 2.72 3.04 
137089 79674577 104283574 


Pete etesseesessees 
Bupeaditure oa 
(By Objectives, 


°F S82 ese8eecnece . 
LTNG Hoepite) rs 
*e & to Totel) 


et 


154086995 


Expenditure on LYNG Hospitel 


General Admin 
Medicine 

Surgery 

Ob & Gynaecology 
Paediatrics 
Radiology 
Casualty 
Orthopaedic 

Bar Nose & Throat 
Opthalmic 

Skin & V.D 

Blood Bank 
Peychiatric 
Pharmacy 
Inte Care 
C.t.?.f 
Dental 
Cardiology 
Dispensary 


Unit 


Drugs for Munc Staff 


Ambulance Service 
Laboratory Serv 
Social Service 
Nursing School 
Aneasthasia 
Operation Theatre 
Paying Wards 


TOTAL (in Raj 


TABLE . 


(By Departsents, as 


1986 1988 1990 1992 
17.08 23.13 39.49 58.67 
7.45 8.40 5.75 4.35 
7.34 6.05 5.75 4.35 
6.06 4.95 2.08 2.73 
5.93 4.91 2.08 2.73 
6.05 3.39 2.88 2.73 
1.83 2.40 1.44 1.42 
10.10 #i12 6.71 4.35 
2.05 1.96 1.15 58 
1.52 1.29 1.15 -58 
1.88 1.99 1.15 45 
1.60 1.31 1.15 -58 
1.21 -13 1.15 -58 
4.27 2.33 1.92 1.42 
3.67 3.37 2.88 1.75 
1.75 1.94 1.73 1.10 
31 -34 38 -39 
-74 1.05 1.15 .59 
3.41 3.21 2.40 1.76 
-76 1.67 1.73 azi2 
1.95 2.20 1.73 -78 
1.83 1.78 1.73 .78 
1.08 1.95 1.73 -78 
-56 1.38 11's .59 
-91 2.46 1.92 eee 
3.01 6.64 4.32 2.60 
5.65 2.63 1.73 1.44 
68137079 78732674 104283574 153866915 


% to Totel) 


OPD patidnts in LTMG Hospital 


(By Departazests, 


im Acteals) 


1986 1988 1990 1992 
Pts. Medicine OPD 55019 52646 40602 56616 
Pts. Surgery OPD 50442 51776 48627 44817 
Pts. Gyn & Obst OPD 17377 17158 17859 12543 
Pte. Paediatric OPD 34708 31519 22183 228015 
Pts. Casualty OPD 25181 22892 34759 29736 
Pts. Ortho OPD 19637 28852 21823 20610 
Pte. ENT OPD 8872 111865 11073 10618 
Pts. Opthalmic OPD 8262 8440 9812 11057 
Pts. Skin & V.D OPD 9578 11022 7819 10818 
Pts. Peychiatric OPD 1812 2683 2044 2724 
No tctm OT/PT OPD 83571 96612 71265 70016 
Pts. Dental OPD 18308 14559 6714 2757 
Pts. Disp OPD 232007 304732 281689 403985 , 
Pts. Soc Serv OPD 18376 30733 25035 30791 
No Operations OPD 33864 33688 22304 25103 
Pts.Cardiology OPD 545 577 662 503 
TOTAL 617559 719074 624290 755709 


TABLE : 10 


IPD patients in LTMG Hosepitel 


(By Departments, in Agtacl©)ye- yam 
ee ST seas 1986 1990 1992 
Pte. Medicine IPD 11764 12424 meer ieee 
Pts. Surgery IPD 10671 11651 ean A 
Pte. Gyn & Obet IPD 10419 11167 rae Aaer 
Pte. Paediatric IPD 7554 7745 een capa 
Pte. Orthopaedice IPD 2555 2964 pr Sr 
Pts. ENT IPD 1594 1637 cane ars 
Pts. Opthalmic IPD 1073 1100 an aris 
Pte. Skin & V.D IPD se an ee , 
Pte. Psychiatric IPD 
c. ee or/rt IPD 300343 26892 ee age 
Pts. Paying Ward 1510 1371 ap are 
No X-ray plates Rad IPD 111407 135760 eee ert 
Pts. Anaesthesiology 14992 28003 2 sane 
Invest Lab Serv IPD 399424 451274 434536 agoas 
No of Operations IPD 19376 27754 22158 “ 
Pte.Cardiology IPD 1406 1456 1405. ae Aas 
TOTAL 369355 107187 293131 290912 


Note : The total is minus Number of X-ray plates, 


Investigations in laborataries. 


Pte.Anaesthesiology, 


TABLE : 11 


Expenditure on Rajawadi Hospital 
(By Objectives, as % to Total) 


1986 1988 1990 1992 
Establishment 56.36 65.00 61.66 62.01 
Contingency 10.48 8.04 9.72 6.47 
Medic & Instrua 19.41 15.00 17.42 18.64 
Diets Sra 3.93 2.89 7 Ae f 
Stores 4.22 4.33 4.60 3.74 
Repaire & Maintain 1.27 DONG ee 5S 5.18 
Transport Charges 2.94 2.45 1.56 1.41 
Others -10 -01 
TOTAL (in Re) 24683255 29333292 37009558 51615394 
BESSSesSeSBSsSseseseSBStEBsSssSSSS2seSSESSEPSESESSCSessessesesesesereaeeeseseersrezez2eseagze 
TABLE : 12 
Bese tr estes es esses SSeseee ess ssIe se HS see SS HSS SKE SHS HSS SSHe sss esse se sesesseszses=ee 
Wepséngituee on Rajawadi Hospital 
(By, ts, as % to Total) 
-———— ee ee ew eH eR ee ee Oe ewe we wee ee yo a ee 
en i 1968 1990 1992 
General Admin 20.80 20.62 20.62 16.83 
Medicine 6.09 6.14 6.14 7.34 
Surgery 6.65 6.59 6.59 6.02 
Ob & Gyn 9.16 9.08 9.08 11.32 
Paediatrics 8.64 8.57 8.57 10.00 
Casualty 3.81 Ey | 3.78 4.48 
Optho, Ortho, 

ENT Skin vD 12.37 Maids ne sar 11.68 
Iccu a | 3.68 3.68 4.53 
Ambulance Serv 2.09 2.07 2.07 3.78 
Operation Treitre 3.864 3.82 3.81 4.53 
baa ae 22.84 23.41 23.41 19.48 
TOTAL (in Re) 24686255 29333292 37009558 51615394 


SCCUN Sa Senesce screen eens eeeeneesene en ee eee Rene seen eemeeueueeunece 


‘ 


OPO pationte in aajencan gen etnneneeee 


4 Boepi 
. ae AY are (By Departsents, ia Bebeela) ? 
3000 = lee 1990 ~~«ag92 
PTe. Medicine OPD — Aa. tC *Cee ee 
Va 
PTs. Surg & Burns OPD 8191 aeas aie mee 
PTs. Obs & Gyn OPD 12286 12063 sok nee 
PTs. Paediatric OPD 7083 12786 aaane eed 
PTe. Casualty OPD 69120 68664 68673 7441 
No of X-rays Radio OPD 44798 24217 39215 aeene 
No Samples Patho opp 127036 190000 61400 23 : 
PTs. Paeychiatric OPD 792 606 690 ‘ — 
PTa. OTPT OPD 90516 57354 83000 64751 
PTs. Dental OPD 2766 3125 4434 4543 
PTs. Dispensary OPD 5586361 461733 555317 527301 
PTs. TB clinic 374 316 416 
PTs. Ortho, ENT,Optho “ 
& Skin OPD 16644 19943 21914 23033 
TOTAL 951066 873475 686147 gaorra 


Seseeeeeeeeae 
2 = SS SSCS SSSSSS SSS SSCS SRST SPOS ESTERS SSeS eee ee eee 


TABLE : 14 


IPD patients in Bajawedi Hospital 
(By Departmeasts, in Actuals) 


nm a a a a a a ww we ww ew ee eee wee eee ee 


PTs. Medicines IPD 
PTs. Surg & Burns IPD 
PTs. Ob & Gyn IPD 
PTs. Paediatric IPD 
PTs. Intensive Care 
Unit IPD 
No of Operations IPD 
PTs. Ortho, ENT, 
Optho & Skin IPD 
No of K-rays Radio- 
logy IPD 
No of Samp Patho IPD 
PTs. OTPT IPD 


TOTAL 


1986 1988 1990 1992 
29582 23766 23331 22862 
34983 33161 34961 29404 
49439 43470 39759 33725 
15556 13726 10862 12054 
2515 2222 26486 2163 
13586 16077 15528 12227 
38085 38385 33525 31788 
12108 
95000 
28676 
183746 170807 160614 144243 


SSSSBSBSSCSBSCSSCSSSCSSSSSSSSSSESSTSESSESSSSSSESESSSSESSHESSESCSBsSsesseseseeesesese 
Note : The total is minus Number of X-ray plates, 
Number of sasples in Pathology. 


TABLE : 15 


SSeS Bees eTSSBSBSBSees tees eseeereeeeeestesesseeseesesasserrsersaes 
Bzpenditure on Maternity Hoses 
(By Objectives, as §% to Total) 


we we ee a ew ee ee ee ee ee eee ee ee eee een reer rrrrreereeee 


1986 1968 1990 1992 
Establishment 72.97 79.65 76.85 60.91 
Contingency 7.31 6.60 6.05 5.68 
Medic & Insetrua 6.21 4.20 2.53 3.35 
Diets 7.38 4.49 3.34 3.89 
Stores 1.59 ivan - 91 -96 
Repairs & Maint 1.50 2.14 6.55 3.29 
Transport Charges -50 -98 -78 -99 
New Works 1.43 -02 ~23 -65 
Other Establishment -35 -32 .~70 .14 
Milk & Diet Pie 42 oad -13 
Other Contingency -05 - - = 
TOTAL (in Re) 25663052 33263637 44462191 56510575 


TABLE : 16 


(in Actuale) 


OPD & IPD patients in Maternity Homes 


eee easee eee ee eeese see eco oes een eeessee= 


Adwissions 
Confinmeats 
Iapetieste 2 
Ante Netal Care 2 


Post Matal Care 
Lebotatory Invest 1 
Performing Opte 


1986 1988 1990 
55419 63936 65579 
42712 61786 43736 
22662 287392 237974 
39982 291766 254154 
32006 43096 35547 
66035 154051 156927 


209013 
39151 


43 


TABLE : 17 —oacddheccstl 


we ceeneecasasnensan sonenaesnsansens 
Personne) at Maternity Somes 
(in Actuals) ~ 


See 7" RE 


ee «cme eeer 


1986 1988 1990° “i992 


Medical Officer 25 25 25 ae 
Clerke & Head Clerke 34 34 34 
22 22 46 


Pert time MOs & Anaest 22 


Sisters & Nurees 

Labour staff 661 661 661 665 

Laboratory Invest 5 5 5 8 

Laboratory Technicians 14 14 14 25 
4 4 4 6 


Laboratory Attendenote 


Perfor OPte Honoraries 9 9 9 29 
Hlth vieitore & Jr Sie - - - 60 
coral 1054 1054 1054 1496 


TOTAL 


vc ennanesnncestae Sonaseennsacnasssekensanesesnnscannnen. 


TABLE : 18 


PPT Trritit it Ll 
Expenditure on Diepensaries by BNC 
(By Objectives, se ® to Total) 


1986 1988 1990 1992 
Establishment 52.96 74.21 74.42 76.54 
Contingency 2.92 3.29 2.90 1.98 
Medic & Inetrus 23.49 17.60 17.24 12.74 
Stores aaa .28 -18 17 
Repairs & Maint 20.38 4.23 8.11 7.46 
New Works — -03 -38 ae) 1.09 


TOTAL (in Re) 29473374 26371518 33808998 46524302 


TABLE : 19 


Activities of the Dispesassaries 
(in Actuale) 


1986 1988 1990 aera 
OLDCASE 1999854 45086819 4640125 6534733 
New Cases 2046686 3163967 1620000 2213569 
Total Cases 4046540 7692786 6460125 8748302 


TABLE : °0 
Spe can Baan nenbanarans--\i\ho wo naea2cbhnasaenoncbet ; 
onnel at Dispensaries 
(in Actuals) 


1986 1966 1990 1992 
Medical starr jie) 36 tee —:t—=<“C~*C “211 
08 
Pharmacists & : aie ae 
Technicians 130 
13 
Nurses Lab Aesstes & "Fe ao 
Labour 150 
150 
Dreesere & Sweepers 175 175 ise ase 


T 
OTAL 663 669 659 B64 


